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Rand, C. W.: Osteoma of the Skull: Report of 
Two Cases, One Being Associated with a Large 
Intracranial Endothelioma. Arch. Surg., 1923, 
vi, 573- 

A close relationship between hyperostosis or 
osteoma of the skull and intracranial endothelioma- 
ta is becoming more generally recognized. Cush- 
ing believes that at least 25 per cent of cases of 
proved endothelioma present demonstrable thick- 
ening of the overlying bone. 

Mallory states that these so-called endotheliomata 
arise from the arachnoid villi rather than from 
the dural endothelium. In fact, he denies the exist- 
ence of a dural endothelium, maintaining that the 
under-surface of the membrane is lined with fibro- 
blasts rather than with endothelial cells. He there- 
fore suggests the term ‘“‘arachnoid fibroblastoma”’ 
as preferable from a morphological standpoint. 
He contends that since these tumors derive their 
blood supply from the dura, they may invade the 
skull and scalp but never invade the brain tissue 
proper. 

Rand reports two cases: the first, a case of hyper- 
ostosis with an underlying endothelioma which filled 
and grew from both sides of the longitudinal sinus, 
and the second a case of simple osteoma of the skull 
with no true intracranial growth. 

The first patient was a man 31 years of age who 
had always been athletic but had never received 
any definite skull injury. The first manifestation 
of disease was a small, hard, bony lump on the 
crown of the head near the junction of the sagittal 
and coronal sutures. A year later, following an 
acute cold, the lump was found to be larger than 
before, and a month later, after exposure to the sun, 
a convulsion occurred. Mental symptoms then 
became manifest, and in a period of five months 
there were five convulsions. A diagnosis of Jackson- 
ian epilepsy was made. At operation, an enormously 
thickened piece of bone was removed. The patho- 


logic diagnosis was benign osteoma showing irregu- 
lar growth of the bone. 

After the operation the patient was much im- 
proved, but about five months later had another 
convulsion, and in the following nine months, nine 
attacks at irregular intervals. He was able to work, 
but suffered from mental disturbances. Bromides 
were administered during this interval. At exami- 
nation after the last convulsion the patient was 
found very nervous and irritable and complained of 
headache. Neurological examination was essentially 
negative except for the eye grounds which showed 
blurring of the disc margins, most marked on the 
right side. The X-ray demonstrateda bony elevation 
with tremendous thickening of the skull near the 
coronal and sagittal sutures. 

In a two-stage operation a large osteoma lying 
directly over the longitudinal sinus was removed. 
Convalescence was rapid and the patient returned 
to his work but was kept under the influence of 
bromides and luminal. He continued to be irritable 
and nervous, and about a year and seven months 
after the second operation had another convulsion 
which was severe and generalized. This was 
followed by two more about a month apart. Mental 
disturbances then became moze prominent. Physical 
and neurological examinations were again negative 
except for blurring of the optic discs. Ventricu- 
lography demonstrated absence of air in the left 
ventricle and a distinct notch on the upper surface 
of the anterior horn of the right ventricle. This was 
attributed to a large growth projecting into each 
hemisphere, especially on the left side. 

When the skull was again opened a tumor was 
found growing from both sides of the longitudinal 
sinus, involving the sinus and apparently invading 
the brain proper. On gross examination the neo- 
plasm appeared to be a sarcoma. No line of de- 
marcation could be made out. Sections were made 
and the wound closed. 

The microscopic sections revealed an endothelioma 
of the meninges. A week after the last operation 


j 
{ 
I 


2 INTERNATIONAL ABSTRACT OF SURGERY 


the wound was again opened and the tumor removed 
en masse with 10 cm. of the longitudinal sinus. The 
growth was encapsulated and weighed 135 gm. A 
fascia lata graft was placed over the skull defect 
and the wound closed. 

At present the patient’s mental symptoms have 
improved; he no longer uses sedatives, and is free 
from epileptic seizures. He has gained in weight 
and is again working in his former capacity. 

The second case was that of a man 48 years of 
age who entered the hospital with a complaint of 
epilepsy and severe frontal headaches of four years’ 
duration, attacks of mental derangement, weakness 
of the left arm and leg, and difficulty in articulation. 

Examination revealed marked mental agitation. 
The eye grounds showed overfilling of the veins and 
blurring of the disc margins, particularly on the 
right side. Slight ataxia of the upper extremities 
was present. There was definite weakness of the 
muscles of the left hand. The deep reflexes were in- 
creased on the left side of the body and there was a 
positive Babinski on the same side. The X-ray 
revealed a dense shadow in the right frontal region, 
about 2 cm. in diameter, above the middle of the 
orbit. The Wassermann reaction was negative and 
the blood and urine showed nothing abnormal. 

At operation the tumor was removed with a small 
margin of normal skull. It was necessary to open 
the top of the right orbit. A dural flap was turned 
back and the brain inspected but no evidence of an 
endothelioma was found. The operation was fol- 
lowed by uneventful recovery. 

Three months later the patient was free from 
headache and had had no further epileptic seizures. 
His mentality was clear, the nervousness was less, 
and the paresis of the left side had practically 
disappeared. Dennis H. Ketty, M.D. 


Wheeler, W.: Traumatic Intracranial Aerocele. 
Lancet, cciv, 529. 

In a case diagnosed as fracture of the anterior 
fossa of the base of the skull there was an escape of 
air and cerebrospinal fluid when the dura was in- 
cised. A distinct respiratory movement of the 
frontal lobe was noted. Another interesting feature 
in this case was the early dilatation of the pupil on 
the affected side, in the absence of compression and 
before the onset of meningitis. 

Though the patient was benefited to some degree 
by the operation, a fatal meningitis developed. 
Autopsy revealed a fracture extending through the 
right side of the ethmoid bone and involving the 
sphenoid. A probe passed through the fracture 
appeared at the anterior nares. 

Traumatic intracranial aerocele is most commonly 
caused by fracture in the frontal region involving 
the sinuses, but may follow any compound fracture 
with a dural tear. The air is always intra-dural. Its 
presence may not be suspected until it is revealed by 
‘the X-ray. 

Reference is made to ten cases reported by Grant. 
In cases of aerocele found immediately following 


injury operation should be performed and an 
attempt made to close the dural tear; if several days 
have elapsed, conservative treatment allowing time 
for absorption is advisable. 

This condition is of interest in that it constitutes 
another certain diagnostic sign of fracture of the 
base of the skull. V. E. Dupman, M.D. 


Phemister, D. B.: The Nature of Cranial Hyper- 
ostosis Overlying Endothelioma of the Me- 
ninges. Arch. Surg., 1923, vi, 554. 


The old interpretation of cranial hyperostosis 
overlying endothelioma of the meninges as a non- 
tumorous new-bone formation caused by stimula- 
tion of the overlying bone by the meningeal tumor 
disregarded the fact that the bone becomes infil- 
trated by tumor. Phemister reports two cases and 
gives the microscopic findings. 

In the first, that of a man 40 years of age, general 
symptoms of brain tumor had been present for about 
three years, but the hyperostosis in the right occip- 
ital lobe was first discovered at autopsy. Micro- 
scopic examination of the hyperostosis and the por- 
tion of skull from which it sprang showed infiltration 
by endothelioma of the same character as the intra- 
dural tumor, but the new bone about the surface 
of the external layer was definitely non-tumorous. 
In the region of most marked growth, tumor cells 
were largely absent. Bone formation from tumor 
cells was nowhere to be scen. 

The second case, that of a man 31 years of age, 
presented a large, oval, painless swelling of bony 
hardness in the left frontoparietal region. There 
was entire absence of nervous symptoms. A roent- 
genogram showed a shadow in the region of the 
tumor, which was most dense in its central portion. 
A faint, but definitely radiating shadow extending 
beyond the outline of the old calvarium was cast by 
the new bone. A probable diagnosis of meningeal 
endothelioma with overlying hyperostosis was made 
and operation performed. The thickened skull was 
removed, the dura opened, and a broad, flat tumor 
found attached to the inner surface. A roentgen- 
ogram of a section of the calvarium from which the 
hyperostosis sprang showed the new bone radiating 
from both the inner and outer surfaces of the old 
bone; the inner layer showed plainly that ossifi- 
cation had proceeded from the inner table toward 
the dura. Microscopic examination showed tumor 
infiltration of the calvarium and of the new bone 
springing from it. The tumor was an endothelioma 
like the primary growth. There were, however, 
numerous areas of new bone which contained little 
tumor; the external hyperostosis contained the 
least amount. The examination left no doubt that 
the new bone was not tumor. 

The findings in these two cases suggest that the 
primary tumor arises inside the dura from cells con- 
nected either with its inner lining or with arach- 
noidal villi which enter it. As the tumor grows, its 
cells penetrate the dura and invade the overlying 
bone, where they exert a stimulating influence re- 
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sulting in the formation of a hyperostosis consisting 
of two intermixed portions, namely, endothelial 
tumor and a newly formed non-tumorous bony 
framework. The hyperostosis is an instance of 
osteoplastic invasion of bone by a mesoblastic tumor 
originating outside the skeleton. Invasions of bone 
by all other non-bony mesoblastic tumors are 
osteoclastic. Analogous changes are produced by 
carcinoma metastases in bone; while usually 
osteoclastic, they may, in certain instances, as when 
from carcinoma of the prostate, stimulate new- 
bone formation and ossify throughout their sub- 
stance. 

A third case is reported, which differs from the 
others in that it included local bone destruction. 
The subject, a woman of 69, had had for twelve 
years a bony enlargement in the frontoparietal 
region and, during the last two years, symptoms of 
cerebral involvement. Roentgenographic and mi- 
croscopic examinations showed that an endotheli- 
oma of the dura had produced, first, hyperostosis, 
then erosion of the calvarium from within outward, 
and, lastly, a layer of unossified tumor external to 
the hyperostosis. FLORENCE CARPENTER. 


EYE 


Frazier, C. H., and Houser, K. M.: Unilateral 
Exophthalmos: A Clinical Report of Five 
Cases. Surg. Clin. N. Am., 1923, iii, 281. 


Unilateral exophthalmos is not rare. Five cases 
varying widely in pathology are cited to illustrate 
the diversity of the causes of this condition. The 
first case was that of a man of 40 years who had uni- 
lateral blindness with nausea and vomiting followed 
by ptosis. An operation on the eye revealed no 
tumor, but the nausea and vomiting ceased. The 
cause of the protrusion could not be determined. 

The second case was that of a woman with an 
acute subperiosteal abscess near the orbit. The 
exophthalmos was cured by evacuating the abscess 
and cleaning it with Dakin’s solution. 

In the third case, that of a woman 41 years of age, 
a slight laryngitis was followed in a week by severe 
headache, fever of 107 degrees F., and exophthal- 
mos. A diagnosis of cavernous sinus thrombosis 
was made, but not verified as autopsy was not 
allowed. Other conditions were ruled out by explor- 
atory operations. 

The fourth case was that of a 36-year-old woman 
who had had severe pain in and above the left eye 
intermittently for six years, occasional vomiting, 
exophthalmos, and involvement of the cranial 
nerves. A diagnosis of flat lesion at the base of the 
brain was made. As operation was not allowed, the 
diagnosis was not verified. 

The last case was that of a boy with exophthalmos 
accompanied by a thrill which developed six weeks 
after he struck his head in a fall. The thrill was 
relieved by closing the internal carotid artery, but 
the pulsating exophthalmos persisted. 

Marcus H. Hosart, M.D. 


HEAD AND NECK 3 


Wright, R. E., and Barnard, T. W.: The Impor- 
tance of Radiography in Doubtful Cases of 
Optic Atrophy, with Special Reference to 
Pituitary Disease. Brit. J. Ophth., 1923, vii, 123. 


Wright and Barnard report five cases of optic 
atrophy with pituitary changes. Two causes of 
error in the diagnosis of optic atrophy due to 
hypophyseal involvement are the frequency of optic 
atrophy of indefinite etiology and the high percen- 
tage of cases which show few glandular symptoms 
when the pituitary is involved. The authors be- 
lieve that in all cases of optic atrophy in which the 
etiology is not definite an X-ray examination of the 
region of the sella should be made. 

Vircit Wescott, M.D. 


Wescott, C. D.: Some Practical Points in Refrac- 
tion. Am. J. Ophth., 1923, vi, 204. 


A routine method of examining and correcting 
ametropia which is based on thirty-five years’ ex- 
perience is here outlined. All the work is done by 
appointment, and adequate time is demanded. The 
history is taken, but only the essential facts are 
noted in the record. The external eye is examined 
and the vision determined. The fundus is examined 
through the small pupil. A mydriatic is then used, 
regardless of the patient’s age, the fundus is 
re-examined, and a retinoscopic examination is 
made. 

The ophthalmometer is usedinall cases. Then, after 
a few minutes of rest, the refraction test is done. 
Before the patient leaves the office, eserine salicylate 
is used to reduce the pupil. A post-cycloplegic test 
is made two days later and the accommodation is 
measured in both young and old, both eyes together 
and separately. 

In examining under atropine, two drops of a 1 per 
cent solution are instilled in each eye three times 
daily until ordered discontinued. The subjective 
test is repeated daily until the results are the same 
on two succeeding days. VirGit Wescott, M.D. 


Griscom, J. M.: Headache from the Ophthal- 
mological Standpoint. Pennsylvania M.J., 1923, 
XXV1, 359. 

Since Mitchell and Thompson called attention to 
the relation between eye strain and headache, no 
study of a case of chronic headache is complete 
without a refraction under cycloplegia. Not all 
headaches are due to eye strain, and in the study of 
each case it must be borne in mind that the etiology 
of headaches is not so simple as is sometimes 
believed. Persons with toxemia are more likely to 
suffer from eye strain than normal persons. On the 
other hand, small uncorrected errors of hyperopic 
astigmatism may be the cause of functional nervous 
disorders. While it is not possible to state the per- 
centage of headaches due to eye strain, errors of 
refraction have a place in the vicious circle of cause 
and effect, and their elimination is important. 

Vircit Wescott, M.D. 
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Heitger, J. D.: Some Observations on Eye Lesions 
of Nasal Origin. South. M. J., 1923, xvi, 218. 


By reporting six cases, Heitger calls attention to 
the intimate relationship between diseases of the 
eye and nose. He emphasizes the importance of 
distinguishing between the suppurative and non- 
suppurative diseases of the nose and accessory 
sinuses. The study of ocular lesions is complete only 
if a careful study is made of the posterior ethmoid 
region. X-ray examination of the sinuses has proved 
unreliable and has often led to operative interference 
which was not justifiable. Vircit Wescott, M.D. 


Fernando, A. S.: Report of a Case of Melanosar- 
coma of the Conjunctiva. Arch. Ophth., 1923, 
lii, 168. 


Fernando reports the removal of a melanosarcoma 
of the conjunctiva. As vision was only slightly 
affected, the patient refused to allow removal of the 
eye. Two years later he returned with generalized 
tumor masses in the skin and complaining of head- 
ache, dizziness, and ascites. The tumor masses were 
melanosarcoma. There was no recurrence of the 
tumor in the eyeball. Vircit Wescott, M.D. 


Reeder, W. G.: Tuberculin as a Therapeutic Agent 
in Certain Forms of Keratitis. J/ilinois M. J., 
1923, xliii, 241. 


Reeder gives in some detail the histories of five 
cases of phlyctenular disease of the cornea in which 
tuberculin was used. He does not claim that all of 
these were tuberculous but all of them presented 
symptoms of phlyctenules. The diagnostic dose of 
old tuberculin was 1 mgm. In every instance a local, 
a focal, and a general reaction were obtained within 
forty-eight hours; a negative phase in which the 
eye became definitely worse for a few days was 
followed by a positive phase which went on to cure 
or distinct improvement. In some cases several 
doses of 1 mgm. were given, and usually there was 
no eye flare-up following the repeated doses. 

In commenting Reeder makes this statement: 
“Focal activation must have its negative stage 
followed by a positive stage if therapeutic results 
are to be obtained. Lesions actively in the negative 
stage may not be benefited by protein injections.” 
In this connection he cites the case of a young man 
who was given large doses of old tuberculin every 
two weeks for the treatment of tuberculous glands. 
Both eyes developed superficial ulcers but these 
cleared up after the treatment was stopped. 

In Reeder’s opinion, the treatment is specific. 

Tuomas D. ALLEN, M.D. 


Verhoeff, F. H.: A Case of Mesoblastic Leiomyoma 
of the Iris. Arch. Ophth., 1923, lii, 132. 


In none of the few reported cases of myoma of the 
uveal tract was evidence presented proving con- 
clusively that the tumor was a myoma. 

The author’s case is of interest chiefly because it 
was the first in which a tumor of the iris was demon- 
strated to be a myoma by special staining. 


The long spindle-shaped appearance of the cells, 
the typical rod-shaped nuclei, the tendency of the 
cells to occur in bundles with nuclei arranged in 
rows, and the presence of fibrils coursing along the 
cells and their terminal processes, as shown by Mal- 
lory’s phosphotungstic hematoxylin stain, left no 
doubt as to the nature of the growth. In sections of 
a number of spindle-cell sarcomata of the choroid 
and ciliary body examined, no fibrils were found in 
relation to the tumor cells proper, but fibroglia 
fibrils were demonstrated in the connective-tissue 
stroma. 

Another important difference between myoma and 
spindle-cell sarcoma lies in the fact that myoma 
cells are truly spindle-shaped whereas the cells of a 
uveal spindle-cell sarcoma terminate in, or send off 
laterally, several ill-defined irregular processes which 
anastomose with neighboring cells and thus form a 
definite syncytium. That the tumor in the author's 
case was benign was evident from the following facts: 

1. Although a large portion of the growth was 
left in the anterior chamber at the first operation, 
it did not increase appreciably in size in a period 
of sixteen years or involve the structure at the filtra- 
tion angle. 

2. The original tumor arose from the surface of 
the iris by a small constricted base, a point of differ- 
ence from sarcoma that might prove of clinical 
value. 

3. The original tumor had not invaded the iris 
stroma. 

4. There was no mitosis. 

In a normal eye, smooth muscle is derived from 
the pigment epithelium of the iris (dilator and 
sphincter pupillz) or the uveal stroma (ciliary mus- 
cle). Since the tumor described arose from the 
anterior surface of the iris near its root, and since 
it was entirely unpigmented and nowhere connected 
with the iris muscles of pigmented epithelium, it 
seems probable that it originated from stroma cells 
of the embryonic uvea, possibly from misplaced 
cells which ordinarily would have taken part in the 
formation of the ciliary muscle. 

C. Corsrn YANcEy, M.D. 


Benedict, W. L.: Tumorsand Cysts Arising Near the 
Apex of the Orbit. Am. J. Ophth., 1923, vi, 183. 


Small tumors may exist in the posterior part of the 
orbit for years, growing very slowly and interfering 
only slightly with ocular rotation and vision. The 
earliest symptom in such cases is protrusion of the 
globe, or proptosis. This may precede visual distur- 
bances by several years, and disturbance of motility 
by several months, depending on the size of the tu- 
mor. Next to proptosis, oedema of the lids is the 
most common symptom. Swelling of the lids is 
usually greatest when the tumor overrides the globe 
in the superior and nasal quadrants. This sign may 
serve to indicate the most probable location of the 
tumor. 

The following operation is suggested for tumor 
of the soft tissues in the orbit: 
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The soft parts should be cut down to the bone 
about 6 mm. above the superior orbital rim. The 
periosteum around the margin of the orbit, and the 
peri-orbita on the superior and nasal sides should 
be elevated and the contents of the orbit depressed 
and retracted until a finger can be easily inserted 
almost to the apex. The orbital contents may then 
be palpated, and even a small tumor felt anywhere 
within the orbit. The peri-orbita should then be 
incised nearest the location of the tumor and the 
mass removed by blunt dissection by small scissors 
or forceps, with minimal mutilation of the orbital 
structures. 

The Kroenlein operation is distinctly valuable for 
removing tumors within the muscle cone when it is 
de ired to save the globe. The contour of the face 
and orbit, however, often renders the operation diffi- 
cult as the lateral wall of the orbit may be rather 
thick and, when turned back, allow little additional 
room for work. 

Eight cases of orbital tumor arising from the optic 
nerve or its sheaths are reported. In three cases the 
tumor was located in the right orbit, and in five 
cases in the left. Good vision was retained in the 
eye of the affected orbit in two cases, but vision was 
lost in two cases and reduced to 6/30 or less in four 
cases. The average proptosis was 7.5 mm., and the 
duration of proptosis from two months to two years. 
Papilloedema of 1 diopter or more, limited to the 
eve of the affected orbit, was present in four cases, 
and optic atrophy in two cases. The fundus was 
negative in two. The tumor was removed by the 
Kroenlein operation in three cases, by the direct 
frontal route in four cases, and after enucleation of 
the eye in one case. There were four endothelio- 
mata, three gliomata, and one neurocytoma in the 
group. Good results were obtained in six cases. 
In two cases a brain tumor was found later. In two 
cases in which the tumor was removed by the 
Kroenlein operation the globe was preserved, but 
in one of these the removal of the eye was necessary 
eight months later because of phthisis bulbi. In 
the other eye, a slight enophthalmos resulted, but 
there was no change in the size of the globe or re- 
striction of its motility. 


Goldenburg, M.: Glaucoma Surgery. Illinois M. 
J., 1923, xliii, 219. 

Goldenburg has done the iridotasis operation for 
glaucoma for about five years. In examining some of 
his earlier cases he was highly gratified with the 
results. 

The conclusions drawn with regard to the proce- 
dure are as follows: 

1. Drainage takes place into the subconjunctival 
spaces. 

2. A lowered tension is retained for a long 
period. 

3. The operation is easy to perform and without 
danger. 

4. Other procedures can be resorted to if neces- 
sary. Tuomas D. ALLEN, M.D. 
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EAR 


Fraser, J. S.: The Pathological and Clinical As- 
pects of Deaf-Mutism. Laryngoscope, 1923, 
XXxxili, 177. 

Fraser suggests that instead of dividing cases of 
deaf-mutism into congenital and acquired, they be 
classified more scientifically into: (1) those due to an 
error in development (constitutional, developmental 
or congenital deaf-mutism), and (2) those due to 
trauma or inflammatory conditions (acquired or 
inflammatory deaf-mutism). 

These major divisions may be further divided as 
follows: 

1. Congenital or developmental deaf-mutism: 

A. Endemic or cretinic deafness (Siebenmann’s 
type). Most of the subjects are complete cretins. 
They show only sound-conduction deafness. The 
chief pathologic changes are in the middle ear. Some 
observers find the inner ear normal, while others 
find degenerative changes in Corti’s organ, but only 
slight change in the nerve and ganglia. Opinions as 
to the etiology of the condition vary. 

B. Sporadic congenital deafness: (1) aplasia of 
the whole labyrinth (Michel’s type); (2) cases in 
which both the bony and membranous labyrinths are 
affected (Mendini’s or Alexander’s type); (3) con- 
genital malformations affecting both the cochlear 
and vestibular apparatus; and (4) sacculocochlear 
degeneration (Scheibe’s type). 

It is suggested that hereditary deafness and 
otosclerosis are to be regarded as different forms of 
one and the same pathological process. 

Castex is quoted as stating that in his experience 
deaf-mutism is usually due to changes in the cortical 
hearing area and much less often to changes in the 
ear. He believes the cortical changes are due to 
meningitis which is sometimes intra-uterine. 

2. Acquired or inflammatory deaf-mutism, the 
pathology of which is the pathology of labyrinthitis 
occurring in intra-uterine or post-fetal life. 

A. Deaf-mutism due to trauma following fracture 
of the cranial bones, which involves the labyrinth on 
both sides. 

B. Deaf-mutism due to labyrinthitis following 
middle-ear suppuration. 

C. Deaf-mutism due to labyrinthitis following 
purulent meningitis. The meningitis may occur 
during intra-uterine or post-fetal life. Post-fetal 
meningitis is the most frequent cause of acquired 
deaf-mutism. The majority of cases are due to 
epidemic meningitis, measles, scarlet fever, ‘“‘con- 
genital” syphilis, or labyrinthitis due to osteomye- 
litis or mumps. 

Congenital deaf-mutism occurs with equal fre- 
quency in both sexes. Acquired deaf-mutism is 
much more frequent in males. 

Apparently about 12 per cent of deaf-mutes have 
parents who were related before marriage. Direct 
inheritance of deaf-mutism is rare. On the other 
hand, if both parents are deaf-mutes from birth, 26 
per cent of their children will be deaf-mutes. Sta- 
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tistics collected from the literature show that of 
cases of the acquired type of deaf-mutism, 36 per 
cent were due to epidemic meningitis, 16 per cent to 
scarlet fever, 10 per cent to measles, ro per cent to 
pneumonia, 11 per cent to syphilis, 4 per cent to 
trauma, 3 per cent to whooping cough, mumps, and 
typhoid fever, and 2 per cent to influenza and pneu- 
monia. Congenital syphilis is judged to be the cause 
of from 2.5 to 18.6 per cent of the cases of the con- 
genital type. 

The functional examination of deaf-mutes con- 
sists in testing the cochlear apparatus and the vestib- 
ular apparatus. 

Itard’s classification of deaf-mutism is as follows: 
Group 1, conversational voice heard at six feet; 
Group 2, raised voice heard close to ear; Group 3, 
vowel hearing; Group 4, loud noises heard, e.g., 
rattle, trumpet, whistle; and Group 5, total deaf- 
ness. 

Group 5 can be excluded at six months. Group 3 
can be satisfactorily examined only after the second 
year of age, and Groups 1 and 2 at the age of 4 to 5 
years. 

Alexander states that in cases of deaf-mutism in 
which the history is doubtful we may assume that 
the condition is congenital if the static labyrinth is 
excitable. W. B. Stark, M.D. 


Jarvis, D. C.: The Effect of Small Doses of Roentgen 
Rays in Certain Forms of Impaired Hearing. 
Am. J. Roentgenol., 1923, X, 201. 

McCoy, J.: Treatment of Defective Hearing by 
Small Doses of X-Rays. Am. J. Roentgenol., 
1923, X, 203. 

Jarvis uses Wetherbee’s technique: a 7-in. gap, 5 
ma., a ro-in. distance, and one-minute treatment 
time. In the method used by McCoy, that proposed 
by Stokes, the patient is seated 30 in. from the target 
and the rays are applied in turn to the regions of the 
right ear, the left ear, the occiput, and the open 
mouth in a direction toward the pituitary gland. A 
11o-volt current is used with a 4-in. spark gap and 
from 5 toro ma. The lateral exposure lasts from ten 
to thirty seconds, the posterior exposure from ten to 
twenty seconds, and the anterior exposure from 
five to fifteen seconds. In the anterior exposure an 
opaque shield with a perforation 3 in. in diameter is 
held in front of the eyes. The treatments are given 
two or three times weekly for three to six weeks. 

Jarvis states that cases with throat symptoms 
responded best to the use of the roentgen rays, the 
results being due probably to the action of the rays 
on the lymphoid tissue. Tinnitus also was markedly 
benefited. 

McCoy reports the results in forty-five cases 
treated with the roentgen ray as follows: 

Otitis media catarrhalis chronica: greatly im- 
proved, nine; slightly improved, nineteen; no im- 
provement, seven. 

Otitis media purulenta chronica: greatly im- 
proved, none; slightly improved, two; no improve- 
ment, none. 


Otitis media purulenta residua: greatly im- 
proved, one; slightly improved, one; no improve- 
ment, none. 

Otosclerosis: greatly improved, two; slightly im- 
proved, two; no improvement, two. 

McCoy made the same observation as Jarvis 
relative to the relief of tinnitus. 

With regard to the effect of the X-ray, McCoy be- 
lieves there must be an absorption of small-cell 
infiltration in the eustachian tubes and possibly at 
the terminals of the auditory nerve, and perhaps 
also a stimulation of the nerve. Whether or not 
there is penetration to the pituitary gland is un- 
known, but an alteration in this gland was suggested 
in two cases by a change in the blood pressure. 

O. M. Rott, M.D. 


Boyd, E.: The Management of Discharging Ears in 
Children. Canadian M. Ass. J., 1923, xiii, 175. 


The author draws attention to the danger to the 
hearing in cases of discharging ear, and gives instruc- 
tion for the proper handling of acute cases and the 
prevention of the chronic condition. 

If an acute condition does not subside in from 
one to three weeks after proper incision of the drum, 
one of the following conditions should be sought and 
if found given proper treatment: 

1. A poor general condition. 

2. An inflammation in the nasopharynx asso- 
ciated with the presence of adenoids, or chronic 
rhinitis with hypertrophied or diseased tonsils. 

3. Concomitant inflammation of the mastoid an- 
trum and cells. Orto M. Rott, M.D. 


McCarthy, M. F.: The Therapeutic Problems of 
Acute Middle Ear Infection. Kentucky M. J., 
1923, 140. 

The author opens his discussion of the therapeutic 
problems of acute middle ear infection by stressing 
the importance of measures to prevent such in- 
fection. 

Because of the influence of pathologic conditions 
in the nose and throat on ear infections, the first 
requisite in prophylaxis is to put the nose and 
throat in the best possible condition before infection 
develops. Foremost in this program comes removal 
of the tonsils and adenoids. 

After the nasal infection develops, no fluids or 
ointments should be introduced into the nose, and 
the patient must exercise care in blowing the nose. 

After the acute symptoms of the nasal infection 
have subsided, the tenacious mucus in the nose may 
be partially dislodged by a bland ointment or oily 
spray. 

If middle ear infection develops in spite of these 
precautions, it is of great importance to recognize it 
at the earliest possible moment. This can be done 
only by routine examination of the ears during any 
of the acute general infectious diseases. 

As soon as an ear infection has been discovered, 
and before the ear drum has bulged outward, the 
best therapeutic agent is heat applied by means of 
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irrigations every three to four hours, followed by the 
instillation of warm glycerine containing 1 per cent 
phenol and the external application of heat. 

During this time, daily inspections should be 
made and the drum incised if there is any evidence 
of bulging or if the pain and fever increase. 

Three conditions in which myringotomy may be 
delayed with safety are described as follows: 

1. Tympanic membrane red but not showing a 
fluid line or bulging. Only moderate impairment of 
hearing. 

2. Tympanic membrane red and showing fluid 
line evidently of a serous character; hearing moder- 
ately diminished; drum only slightly bulging; low 
temperature curve; moderate pain. 

3. Tympanic membrane covered or distorted with 
small serous blisters or hematomata; hearing mod- 
erately diminished; moderate pain; low tempera- 
ture curve. 

Myringotomy should be performed under general 
anesthesia except in the cases of adults who are not 
nervous and those of phlegmatic children. 

Following myringotomy, the ear should be irri- 
gated with boiled water, boric solution, or 1:8,000 
or 1:10,000 bichloride of mercury solution, prefer- 
ably the last. At least 1 qt. of solution should be 
used and given from a fountain syringe 1% to 2 ft. 
above the ear. The patient should then be put to 
bed, the bowels moved daily, alkaline therapy given, 
and the nose and throat treated. The mastoid 
should be examined frequently, and the signs and 
symptoms of other complications should be borne 
in mind. O. M. Rott, M.D. 


NOSE 


Carter, W. W.: The Value and Ultimate Fate of 
Bone and Cartilage Transplants in the Cor- 
rection of Nasal Deformities. Laryngoscope, 1923, 
XXxxili, 196. 

Carter’s experience has been confined to the 
transplantation of autogenous bone and cartilage 
in the human subject. He has not studied the 
microscopical changes occurring in these tissues 
after their implantation to any great extent but 
has kept some of his patients under observation 
for many years, and by making physical and X-ray 
examinations at intervals has found out what final 
clinical results may be expected and what happens 
to autogenous bone and cartilage when they are 
transplanted into the nose. 

His clinical cases appear to show that bone is 
formed by the so-called peri-osseous osteogenetic 
layer of the periosteum, the cells of which are pro- 
tected and limited in their growth by the connective- 
tissue layer of the latter. This envelope is anal- 
ogous to the limiting fibrous capsule which separates 
from surrounding structures all highly specialized 
tissue, such as the liver, kidneys, etc. 

In none of his cases has there been an overgrowth 
of bone, the growth being here as elsewhere regulated 
by functional demands and the hereditary limits of 
growth for the area. If the transplanted tissue lies 
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passive and performs no function, it is absorbed, 
even though it was well received by the host and 
originally established vascular connections. 

In a case in which the tissue was killed by im- 
proper handling before it was introduced, there was 
almost complete disappearance of the transplant 
after the operation. 

When it is necessary to build up the bridge of the 
nose to any extent, it is far better to introduce 
several thin pieces of bone than one piece of con- 
siderable bulk. 

Bone and cartilage are used to replace their 
respective tissues. The implanted tissue usually 
consists of two-thirds bone and one-third cartilage, 
and is obtained from the eighth or ninth rib, at the 
costochondral junction. 

In the author’s opinion differences in results are 
to be explained by: (1) the inclusion with the trans- 
plant of more or less of the peri-osseous osteogenetic 
layer of the periosteum; (2) infection at the time of 
the operation; (3) injury to the transplant in han- 
dling or from heat, antiseptics, etc.; and (4) differences 
in the tissue metabolism of the host. 

Car R. STEINKE, M.D. 


Jobson, G. B.: Headache from the Standpoint of 
the Rhinologist. Pennsylvania M. J., 1923, xxvi, 
362. 


In recent years practitioners have come to recog- 
nize the fact that intranasal and accessory sinus 
diseases are a frequent cause of obscure headaches 
and neuralgias. According to Dintenfass, 90 per 
cent of cases with headache not diagnosed and called 
nervous affections are of nasal origin, and according 
to Tilley, 6.8 per cent of the entire mass of popula- 
tion have accessory sinus disease. 

Jobson calls to mind the fact that the trigeminus 
nerve is the great sensory nerve of the nose and face, 
the ophthalmic and superior maxillary divisions with 
the vidian nerve being the nerves of common sensa- 
tion of the nose. As the nasal ganglion, the center 
of sensory nerve distribution to the nose, receives 
its sensory roots from the superior maxillary divi- 
sion of the trigeminus, its sympathetic branch joins 
the superior cervical sympathetic. The nasal gang- 
lion situated in the sphenomaxillary fossa sends 
branches to the sphenoidal and ethmoidal cells, the 
orbit periosteum, the mucosa of the nose, the roof 
of the mouth, the soft palate, the tonsils, and the 
nasopharynx, and is in close relationship to the 
sphenoid, the posterior ethmoid, and the maxillary 
sinus. When these cavities contain pus the ganglion 
is sometimes separated from them by only a thin 
wall of bone and diseased membrane. 

The anterior part of the nasal cavity is supplied 
by the anterior ethmoidal branch of the ophthalmic 
division of the trigeminus. The study of nasal head- 
aches resolves itself into a study of abnormal con- 
ditions of the nasal cavities and their adnexa which 
irritate the nerves supplying them. The irritants 
may be mechanical (pressure) or chemical (toxin 
from pus). One of the simplest nasal conditions 
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causing headache is pressure of the middle turbinate 
against the septum due to a septal spur or deviation 
of the septum. When there is congestion of the 
middle turbinate, a feeling of tightness in the nose 
and a supra-orbital headache are produced. Con- 
gestion of the turbinate may be caused by coryza, 
dust, pollen, or pus from the frontal sinus. 

Sluder’s ‘‘vacuum frontal sinus headache,” due to 
closure of the frontal sinus without suppuration, 
usually has its primary origin in hyperplasia of the 
structures near the infundibulum and hiatus semi- 
lunaris; the pain is less severe than that of frontal 
sinusitis. The symptoms are inability to use the 
eyes for close work, which is not relieved by treat- 
ment of the eyes, and tenderness at the upper and 
inner part of the orbit at the attachment of the 
superior oblique. There is no pus in the nose, no 
blindness, and no change in the globe, the eye con- 
dition being in the nature of asthenopia. The treat- 
ment consists in opening the nasofrontal duct. 

Pain in antral disease is due to the same causes 
as that of frontal sinusitis. The headache is fre- 
quently occipital, and usually there is tenderness 
over the canine fossa. The diagnosis is verified by 
the X-ray findings, the presence of pus in the: nose, 
and exploratory puncture. Headache and pain from 
the sphenoid and posterior ethmoid are usually re- 
ferred to the occiput, the deep temporal, and the 
parietal regions of the side affected. Headache from 
anterior ethmoidal disease may be frontal or located 
between the eyes. 

The treatment of all sinus suppuration consists 
of drainage and ventilation. 

The symptoms of Sluder’s “‘nasal ganglion neu- 
rosis’’ are those of a more or less severe coryza or a 
post-ethmcidal sphenoidal empyema followed by 
pain beginning at the root of the nose, around and in 
the eye, the upper jaw, and the teeth, and extending 
back to the temple and about the zygoma to the ear, 
but always most severe back of the ear, and from 
there extending to the occiput and neck, possibly 
to the shoulder, and in severe cases to the arm and 
hand. . With this neuralgic syndrome there is a 
sympathetic syndrome in the nature of a hyperes- 
thetic rhinitis or hay fever. The application of co- 
caine to the mucosa over the nasal ganglion gives 
immediate temporary relief. Sluder’s treatment 
consists in the application of 2 per cent silver nitrate 
solution over the ganglion. In obstinate cases he 
injects into the ganglion 12 c.cm. of 5 per cent phe- 
nol and 95 per cent alcohol. He also treats the ad- 
jacent sinuses. 

In hyperplastic sphenoiditis there may be a multi- 
plicity of pain symptoms because of the intimate 
association of many nerve trunks in the surrounding 
region. The symptoms are similar to those produced 
by all of the other sinuses. The condition is char- 
acterized by thickened mucosa, localized inflam- 
mation, with sometimes polyps and cysts. The 
treatment is drainage and ventilation. 

Jobson concludes by mentioning the case of a girl 
12 years old who had constant and severe pain over 


the right frontal region which was found to be duc 
to pinching of the supra-orbital nerve by two pieces 
of bone which had failed to unite to form the supra- 
orbital foramen. Guy L. Boypen, M.D. 


MOUTH 


Brown, G. B.: Infection and Inflammation of the 
Investing Tissues of the Teeth and Their Rela- 
tion to the Maxillary Sinus. Kentucky M. J., 
1923, XXi, 149. 

The author states that pyorrhoea has its beginning 
in a gingivitis which may be due to serumal calculus 
deposited on the root of a tooth and a low-grade 
infection. If the gingivitis which precedes it were 
more frequently treated in time, many teeth would 
be saved from extraction. 

In some cases there is as much as % in. of bone 
between the teeth apices and the antrum, in others 
there is only a very thin shell-like bony partition, 
and in others the processes extend well up into the 
antrum and when seen from within the antrum have 
a honeycomb appearance. 

Infections of the tissues around the apex may travel 
to the antrum by direct extension by necrosis of the 
bone and by the lymph and the blood streams. 

Cases of infection of the antrum of Highmore re- 
sulting from the extraction of teeth may be divided 
into three groups: (1) those in which the dental 
roots lay within the antrum and on extraction left a 
fistula through which the infection entered from the 
mouth; (2) those in which the root extended to, but 
not through, the periosteum and mucosa of the 
antrum, the soft tissues became infected after ex- 
traction, and a probe inserted for diagnostic purposes 
accidentally penetrated the cavity of the antrum; 
and (3) those in which the wall and lining of the 
antrum were penetrated by the extraction of the 
tooth. 

Infection does not occur in all cases of perforated 
antrum, but when food is forced through an open 
fistula it is practically certain to develop. This con- 
dition will tend to keep the sinus open and retard 
healing. When drains are inserted, a permanent 
fistula usually results as the edges of the sinus be- 
come lined with epithelial tissue. 

A fistula following extraction should be closed as 
soon as possible. If the antrum is infected, an open- 

ing should be made through the nose to promote 
drainage. James C. Braswe tt, M.D. 


Berry, J., Clayton-Green, W. H., Pinch, A. E. H., 
and Others: Various Methods of Treating 
Cancer of the Tongue. Lancet, 1923, cciv, 438. 


The methods of treating cancer of the tongue 
were the subject of a discussion at a meeting of 
the Medical Society of London. 

After emphasizing the importance of early treat- 
ment of tongue lesions and the excision of all doubt- 
ful ulcers, etc. for microscopic examination, Berry 
stated his belief that in advanced cases an external 
or submaxillary operation offers the best chance for 
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relief. Berry does not approve of procedures which 
split the cheek or jaw. In discussing the nature 
of the disease he stated that it is essentially a local 
one with very little tendency to form distant 
metastases, but affects the cervical lymphatic 
glands early. Early free removal of the primary 
growth with removal en bloc of the nearest lymphatic 
glands offers hope of permanent cure, but if the 
growth originated in the posterior part of the 
tongue, the deeper cervical glands (especially the 
post-pharyngeal glands) which are soon involved, 
cannot be removed en bloc and therefore a perman- 
ent cure cannot be expected. Berry doubts whether 
the so-called ‘“‘block dissection,” with removal of 
the jugular veins and sternomastoid, was ever 
worth doing. It is seldom necessary for cases in 
which the growth is situated on the anterior part 
of the tongue, and he believes it is generally useless 
for advanced caes in which the growth is situated 
posteriorly. Moreover, he believes it probable that 
unsuccessful attempts to dissect out affected glands 
merely favor the spread of the disease. The class 
of cases which he has dealt with have been mainly 
cases of cancer of the middle and posterior thirds 
of the tongue. 

For diathermy Clayton-Green claimed these ad- 
vantages: (1) It is possible by this means alone to 
destroy the tongue as far back as the epiglottis by 
an operation through the mouth, and (2) there is no 
danger of the implantation of cancer cells in the 
operation wound. A disadvantage is that the pro- 
cedure causes a septic slough. The slough becomes 
septic, however, only after an interval during which 
the lymphatics become sealed off. Clayton-Green 
had only one serious case of sepsis among sixty in 
which diathermy was applied within the mouth. 

Pinch described his experiences in the treatment 
of cancer of the tongue at the Radium Institute. Of 
about 600 such cases, about 580 were inoperable 
when first seen, and 300 could be described only as 
appalling. While the use cf radium was beneficial, 
it cannot be claimed to have effected a single cure at 
the Radium Institute. However, Pinch stated that 
he knew of one case apparently cured by radium, 
that of a physician who refused operation for a 
small growth on the tip of the tongue which had 
been confidently diagnosed as carcinomatous by 
two surgeons. The patient treated himself by 
applying to the growth a small tube containing 10 
mgm. of radium for one hour daily for three months. 
Pinch’s usual practice in the use of radium is to 
bury several tubes in the growth for several hours. 
On the rare occasions in which he has seen operable 
cases he has invariably passed them on to a surgeon. 
In his opinion, there is very little difference between 
the results of excision by the knife and those ob- 
tained by diathermy. 

Gordon-Taylor stated that he has been driven by 
his results to perform more and more radical opera- 
tions for cancer of the tongue. He now performs a 
bilateral block dissection followed at a later period 
by the removal of the tongue by diathermy. This 
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operation, which he had been practising for only a 
few years, has already given better results than the 
more limited operations he performed previously, for 
of the patients he operated on before 1914 all but 
one had a recurrence within twelve months, whereas 
several of those subjected to the more extensive 
operation have survived for three years. Gordon- 
Taylor does not hesitate to remove portions of the 
jaw if it is involved. Not infrequently, the operation 
results temporarily in considerable oedema of the 
face. 

Clogg pointed out that recurrence after operation 
for cancer of the tongue only rarely develops in the 
mouth. He therefore gave block dissection a trial, 
but had no improvement in his results as recurrence 
took place in the neck under the upper part of the 
sternomastoid muscle in the region of the apex of 
the mastoid process and the posterior belly of the 
digastric. He now makes a special attack upon 
this area by dividing the sternomastoid close to its 
upper attachment, but stated that as yet he is 
unable to claim any improvement in results from 
this procedure. He regards the outlook as hopeless 
and the case as inoperable if the glands are adherent 
to the muscles or fascia, or if they are cystic. 

R. M.D. 


THROAT 


Moore, R. S.: Report of a Case of Safety Pin in 
the Trachea. Laryngoscope, 1923, xxxiii, 212. 


The author reports the case of a patient with 
persistent hoarseness, chronic pharyngitis, and fre- 
quent attacks of sore throat. Laryngoscopic exam- 
ination revealed a white body just below the cricoid 
cartilage. X-ray examination showed an open 
safety pin in the trachea close to the larynx. Re- 
moval was followed by entire relief of the hoarseness. 


NECK 


Harries, D. J.: The Influence of Intestinal Bacteria 
upon the Thyroid Gland. Brit. M.J., 1923, i, 553. 


As the basis for this article Harries accepts the 
following theories: 

1. Exophthalmic goiter is due to the excessive 
production of thyroxin. 

2. Diffuse parenchymatous goiter is an attempt 
to produce a sufficient amount of thyroxin for the 
needs of the body through compensatory hyper- 
trophy of the gland. 

3. In myxoedema there is failure of the gland 
to produce the necessary amount of thyroxin. 

It has recently been shown by Kendall that 
thyroxin, the active principle of the thyroid gland, 
is a tri-iodo tri-hydro derivative’ of tryptophane. 
Kendall investigated the factors controlling the 
supply in the diseases mentioned. 

Theoretically, we should find that in exophthal- 
mic goiter the gland is well supplied with trypto- 
phane, that in parenchymatous goiter the supply is 
inadequate, and that in myxoedema the supply is 
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very inadequate or the gland is unable to utilize the 
supply available. 

With regard to the influence of intestinal bacteria 
the author believes that a coliform type of bacillus, 
an indole producer, may obtain predominance in the 
intestine and exert a definite influence on the rate of 
growth of various other bacteria. He therefore 
draws the following conclusions: 

1. Exophthalmic goiter is due to the excessive 
absorption of tryptophane from the intestine, and 
this in turn is traceable to the absence of the indole 
producers from the intestine. 

2. The absence of indican from the urine indi- 
cates the absence of indole producers from the in- 
testine. 

3. In exophthalmic goiter the early disappearance 
of indican from the urine is an unfavorable prog- 
nostic sign. 

4. Operative surgery has a definite place in the 
treatment of exophthalmic goiter. In medical 
treatment much can be done by suitable dietetic 
measures. 

5. Diffuse parenchymatous goiter is characterized 
by an excess of indican in the urine, suggesting ex- 
cessive destruction of tryptophane. If this excess 
gives place to a diminution or complete disappear- 
ance of indican, it suggests that the case is assuming 
the exophthalmic form. 

6. Myxcedema is due to atrophic changes in the 
thyroid gland, which loses its capacity for dealing 
with the circulating tryptophane, whether that 
substance is excessive, deficient, or normal in 
amount. The disease is thus compatible with the 
presence or absence of urinary indican. 

Morris H. Kaun, M.D. 


Bircher, E.: Iodine Therapy in Endemic Goiter 
and Its History (Die Jodtherapie des endemischen 
Kropfes und ihre Geschichte). Schweiz. med. 
Wehnschr., 1922, lii, 713. 

The author gives the history of the use of iodine 
for goiter, and especially emphasizes its dangerous 
effects, described as iodism, thyroidism, and iodine 
Basedow’s disease, which finally led to the warnings 
of Kocher and Krehl against the use of iodine. He 
then sums up the cases of such injury observed by 
him. In these there was one death. In conclusion he 
attacks the old Chatin theory that a deficiency of 
iodine is the sole cause of goiter. Kocuer (Z). 


Kerr, W. J., and Rusk, G. Y.: Acute Yellow Atro- 
phy Associated with Hyperthyroidism. Jed. 
Clin. N. Am., 1922, Vi, 445. 

A certain degree of jaundice is occasionally ob- 
served in the terminal stages of thyrotoxicosis. The 
mechanism of its production has not been explained. 
It seems improbable that the condition has any 
relation to cardiac decompensation and consequent 
passive congestion, and there is no evidence to 
indicate that it is due to blood destruction. Proof 
that the liver is at fault because of extensive 
destruction analogous to acute yellow atrophy has 


not been recorded in clinical cases so far as the 
authors are aware. The etiology of acute yellow 
atrophy of the liver is obscure, and there has been 
much discussion as to whether it should be con- 
sidered a pathologic entity. 

The authors report a case of severe hyperthyroid- 
ism in a man 39 years of age. Acute symptoms had 
been present for three months before his admission 
to the hospital. All the classical symptoms except- 
ing exophthalmos were present, and the basal 
metabolic rate was 78 per cent above normal. 
Radium was inserted into the gland. 

After three months of treatment in the hospital 
and at home, during which time there was some 
improvement, a bilateral partial lobectomy was 
done under gas anesthesia. For twelve days the 
condition was satisfactory. Then nausea and vomit- 
ing occurred and rapidly increasing jaundice ap- 
peared. The temperature remained low and the 
pulse became rapid. The urine contained bile. On 
the third day after the development of these symp- 
toms the patient became semi-comatose and diced 
after an attack of dyspnoea, cyanosis, and rapidly 
failing pulse. 

Autopsy made two hours after death showed 
hyperplastic goiter which had been treated by 
partial thyroidectomy; a surgical incision well 
healed; diffuse cardiac hypertrophy; hypertrophy 
of the thymus; acute yellow atrophy of the liver and 
generalized icterus; acute hyperemic splenic tumor; 
parenchymatous degeneration of the kidneys; and 
emaciation. 

The authors refer to the work of Hashimoto who 
made a histologic study of the heart in experimental 
hyperthyroidism in albino rats. Following toxic 
doses of thyroid, Hashimoto discovered marked 
parenchymatous degeneration of the liver in 50 per 
cent of the animals killed in the early stages and in 
73 per cent of those found dead at later periods. 

STANLEY J. SEEGER, M.D. 


Enderlen and Hitzler: Recurrent Goiter (Ueber 
Kropfrezidive). Beitr. s. klin. Chir., 1922, cxxvii, 
520. 


The authors designate as cases of recurrence those 
in which the enlargement reappears on the side op- 
erated upon. Among 795 cases subsequently ex- 
amined, there were 231 true recurrences and 124 
false recurrences (an increase in the lobe left in- 
tact). In a comparison of the reports of different 
authors it will be found that the number of recur- 
rences varies widely. This is due to the different 
circumstances and views of the compilers. The 
number of cases, the method of operation, and the 
time of the subsequent examination (Brunner ob- 
served a recurrence after thirty years) are also of im- 
portance. 

Ligation of the arteries alone is not sufficient. 
Hemistrumectomy is warranted only when it is not 
desirable to remove the entire mass at one time. 
Enucleation is also unsatisfactory. In the clinic at 
Heidelberg there were seventeen recurrences in 
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thirty-one cases. The value of resection by the 
Mikulicz technique is variously reported: while 
Reinbach and Kausch saw scarcely any recurrences, 
Kocher and Roux believed the prospects of per- 
manent cure following this procedure were slight. 
The enucleation introduced by Kocher gives a much 
better prognosis, but in the Heidelberg clinic there 
were 163 recurrences in 263 cases. Ligation of the 
arteries with the operations named appears to offer 
more favorable prospects. 

The authors believe that the factor of chief im- 
portance is not so much the method of operation as 
the type and structure of the goiter. The parenchy- 
matous goiter has the highest rate of true recur- 
rence (79 per cent). To prevent recurrence, removal 
to another district or cautious iodine prophylaxis is 
recommended. (Z). 


Delannoy, E., and Dhalluin, A.: Metastatic, So- 
Called Benign Goiters: Latent Thyroid Car- 
cinoma Producing Metastases (Les goitres 
bénins dits ‘‘métastatiques’’ cancer thyroidien 
latent 4 métastases.) Arch. franco-belges de chir., 
1922, XXV, 1047. 


This article is based on seventy-one cases, one 
of which came under the authors’ observation. 
The authors conclude that the metastatic so-called 
benign tumors of the thyroid are really malignant 
growths because clinically they produce metastases 
and have a fatal evolution. Histologically the evi- 
dence is entirely in favor of malignancy. The con- 
tribution adds one case to a controversy existing 
since 1875. Loyat E. Davis, M.D. 


Brunin and Vandeput: Regional Anzsthesia of 
the Neck and Upper Extremity: A Critical and 
Complete Review of Methods (Les anesthésies 
régionales du cou et du membre supérieur). Arch. 
franco-belges de chir., 1922, xxv, 1098. 

Following an exhaustive review of the methods 
of inducing anesthesia of the neck and upper ex- 
tremity, the authors state that in their opinion, 
injection of the brachial plexus at a point above the 
clavicle is preferable to paravertebral, axillary, or 
subclavicular injections. The article includes sev- 
eral tables giving the innervation of the skin and 
muscles of the regions under discussion. 

Loyat E. Davis, M.D. 


Taylor, H. M.: A Case Report of a Cyst of the Epi- 
glottis Presenting Some Unusual Features. J. 
York M. J. & Med. Rec., 1923, cxvii, 357- 


A review of forty-two cases of cyst of the epiglot- 
tis demonstrated that age has little influence on the 
occurrence of the condition as the youngest subject 
was a newborn infant, and the oldest, 65 years of 
age. The growths were found twice as frequently in 
males as in females, however, and six times more 
frequently on the lingual surface of the epiglottis 
than on the laryngeal surface. 

In Taylor’s case the cyst was excised at its base 
and the point of attachment was cauterized. The 


HEAD AND NECK II 


symptoms had resembled those of an atypical epi- 
glottis combined with those of laryngeal stridor. 
Seven weeks after a secondary minor operation for 
the primary trouble the patient was cured. 

E. C. RositsHek, M.D. 


McKenty, J. E.: The Operation of Total Laryngec- 
tomy for the Cure of Intrinsic Cancer of the 
Larynx. Ann. Otol., Rhinol. & Laryngol., 1922, 
XXxi, 


From a large experience in the surgical treatment 
of carcinoma of the larynx, McKenty concludes that 
in practically all cases radical operation offers the 
only hope of cure. He is very optimistic, however, 
regarding the results of this procedure for in a series 
of thirty-three cases operated on since 1916 he has 
obtained an apparent cure in 66 per cent. Surgical 
procedures less radical than radical laryngectomy 
which were used previously gave poor results, the 
great majority of the persons subjected to them 
dying of recurrence. The factors favoring an opti- 
mistic outlook with regard to intrinsic cancer of 
the larynx are: 

1. The slowness of its growth. 

2. Freedom of the posterior part of the larynx 
from involvement. 

3. Superficial growth. Cancers beginning in the 
deeper layers of the larynx may not be more malig- 
nant, but often escape detection until they are well 
developed. 

4. Extension forward and downward rather than 
upward and backward. 

5. The age of the patient. Cancers in the late 
thirties or early forties are more malignant than 
those developing in later ife. 

Arytenoid involvemen places the disease on the 
borderline of the extrins class and tremendously 
lessens the hope of cure Biopsy for diagnosis is 
contra-indicated. The di: :nosis should be made on 
the history, appearance, and behavior of the growth, 
and on the exclusion of syphilis and tuberculosis. 
The loss of motility in the affected cord is almost 
pathognomonic of cancer. This is due to fixation of 
the musculature by infiltration. The disease attacks 
one of the cords, usually in its middle third. There 
is no primary involvement of the interarytenoid 
space, which is characteristic of tuberculosis. The 
Leitz arc lamp is of great aid in obtaining a clear 
outline of the diseased area. The extent of the 
growth cannot be determined from its appearance 
as only the upper margin is seen on inspection, 
the extension being downward and inward. Mc- 
Kenty believes that it is a good rule to add two- 
thirds to the visible growth in drawing conclusions 
as to its size. 

Only the most incipient cancers should be treated 
by any method other than the most radical, and 
even in these cases better results are obtained by 
radical operation. The larynx should not be opened 
for inspection of the growth as in this procedure 
there is great danger of incising the growth and 
thereby spreading the disease. The extrinsic cases 
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are inoperable. The author warns against thyrot- 
omy as it is not sufficiently radical to extirpate the 
disease, the only exceptions being cases of cancer 
which is just beginning. Total laryngectomy is the 
operation of choice. In thirty-one cases subjected to 
this operation there was no surgical mortality. In 
twenty-nine, a one-stage operaticn was done, and 
in two, the two-stage operation. Two other incipient 
cases were subjected to thyrotomy. Twenty-five pa- 
tients have entirely discarded the tracheal cannula, 
which is rarely possible when the two-stage operation 
is performed. One of the purposes of the one-stage 
operation is to secure a tracheal and skin union with 
a tracheal ring immediately beneath... This gives a 
rigid opening, dispenses with the cannula, and adds 
greatly to the patient’s comfort. In practically all of 
these cases an audible whispered voice is developed. 
Sixty-six per cent of this series of patients are free 
from recurrence three to five years after operation. 

The surgical principles of the operation are: (1) 
anesthesia, (2) the prevention of the inhalation of 
blood, (3) cleansing and disinfection of the nose, 
mouth, and pharynx, (4) the secure anchoring of the 
tracheal stump to the skin, (5) proper drainage, (6) 
closure of the wound, (7) exclusion of the wound 
from tracheal secretions, and (8) the proper placing 
and securing of the feeding tube. 

The operation is performed under a combination 
of local and general anesthesia. The T incision is 
used and the dissection carried backward until the 
larynx and trachea are isolated. After ligation of the 
vessels, the induction of general anesthesia is begun, 
the operation to this stage having been performed 
under anesthesia induced with 1 per cent novocaine. 
‘The trachea is now cut across just below the cricoid 
cartilage, with great care to prevent the entrance of 
blood into its lumen. Before division of the trachea 
a few drops of 1o per cent cocaine solution are in- 
jected into it between two rings to prevent coughing. 
The larynx is lifted forward and the posterior wall of 
the trachea is incised down to the cesophageal wall. 
A rubber tube which snugly fits the tracheal lumen 
is then inserted into the trachea for about 2 in. 
This acts as a tracheal extension, turns back the 
blood, and enables the anesthetist to continue the 
anesthesia without being in the way. The larynx is 
separated from the oesophagus from below upward to 
a point behind the arytenoids. It is then allowed to 
fall back into position, and the thyrohyoid mem- 
brane is divided, an opening being made into the 
hypopharynx just below the attachment of the 
epiglottis. Before this opening is made, the anes- 
thetist opens the patient’s mouth wide, removes all 
secretions, and paints the entire cavity of the 
pharynx, hypopharynx, and nasal cavity with a 2 
per cent solution of mercurochrome. The edges of 
the opening through the thyrohyoid membrane are 


grasped and held apart. A yard of gauze folded 2 in. 
wide is then packed into the hypopharynx and 
crowded upward until it fills the mouth and pharynx. 

At this point a careful inspection is made of the 
growth. If it is found to be entirely intrinsic, the 
larynx is removed by cutting as close as possible to 
the superior border of the thyroid cartilage. The 
opening thus made in the hypopharynx is small and 
can be easily repaired. If the disease has approached 
the top of the larynx or has involved the arytenoid, 
more tissue is removed, even to the removal of the 
anterior oesophageal wall adherent to the posterior 
surface of the larynx. Just before the last stitch is 
tied in the closure of the hypopharynx the anes- 
thetist removes the gauze packing from the mouth 
and again cleanses the pharynx and paints it with 2 
per cent mercurochrome solution. A feeding tube 
which will pass through the nose without undue 
pressure is passed, and when its point appears in the 
cesophagus beneath the untied stitch it is directed 
into the oesophagus for about 6 in. The point of exit 
from the nose is carefully marked and the tube fas- 
tened to the face with adhesive plaster. The last 
stitch is then tied. If the redundancy of the tissues 
allows it, a second layer of sutures is placed over the 
first in the hypopharyngeal closure. No. 1 plain cat- 
gut is used. 

The trachea is anchored to the skin of the neck by 
two or three stay sutures passed around rings, 
brought out about 1 in. from the edge of the wound, 
and tied on small perforated lead discs. In this 
manner the tracheal stump is steadied in the wound 
and the strain upon the sutures which are to unite 
the skin edges with the mucous membrane of the 
trachea is relieved. To make the union more exact, 
the fat along the skin edges on both sides is cut 
away. The skin strip and the edge of the trachea are 
united with interrupted silk sutures. The wound is 
closed loosely, no effort being made to bring the 
deeper structures into anatomical order. It is essen- 
tial to obtain primary union at but one point, viz., 
where the two lines of the T incision cross. A tube and 
gauze drain are passed into the wound at the ends of 
the T. Just above the point where the trachea is 
secured to the skin, two small gauze drains are 
placed, one on each side. A large tracheal cannula 
wound with gauze impregnated with bismuth paste 
is fitted tightly into the trachea to prevent wound 
contamination. Without this tracheal plugging, 
lung infection would be almost inevitable. 

The after-treatment consists in the prevention 
and treatment of wound infection and the preven- 
tion of other complications such as pneumonia, 
mediastinitis, etc. 

This operation has given brilliant results, whereas 
the less radical measures have recurrence and death 
as their usual sequel. Ben N. Wane, M.D. 
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SURGERY OF THE CHEST 


CHEST WALL AND BREAST 


_ Eggers, C.: Radical Operation for Chronic Em- 


pyema. Ann. Surg., 1923, xxvii, 327. 


In this article Eggers deals with the treatment of 
deep sinuses and cavities which have resisted con- 
servative measures. The reasons for the failure of 
the less radical treatment to effect a cure are usually 
found in such mechanical conditions of the thorax 
as a rigid thoracic wall, a collapsed lung, a firm 
unyielding pleura, pockets and recesses connected 
with the empyema cavity which are inaccessible to 
treatment, bronchial communications, and tuber- 
culosis. The operative procedures necessary to 
bring about a complete cure in these cases consist 
of more than simple drainage and irrigation. The 
term ‘radical operation” is here used to indicate an 
attempt at the radical removal of the causes of non- 
healing rather than an attempt to produce com- 
plete collapse of the chest wall. 

This report is based upon 146 cases gathered 
from army and civilian practice. Most of them had 
drained from six months to two years, the longest 
twelve years. The decision to operate was based, 
not alone on the length of time drainage had con- 
tinued, but also upon the local condition found. 
These cases must be thoroughly studied and the 
operative procedure carefully planned according to 
the indications. The patient’s general condition 
must also be considered. If he is anemic and under- 
nourished, radical operation must be delayed as it is 
apt to be associated with considerable shock. Prior 
to operation all patients who had not been so treated 
were put on intensive Carrel-Dakin treatment, with 
the establishment of good drainage. The severity of 
the infection was determined by frequent cultures 
of the secretions. By this treatment healing was ob- 
tained or a clean field was produced for the more 
radical measures. Except when definitely contra- 
indicated, all cases were operated upon under 
general ether anesthesia. Differential pressure ap- 
paratus was unnecessary. 

There were several main groups of cases: 

1. Cases with an empyema cavity communicating 
with the exterior by a narrow sinus. This group 
comprised twenty cases. Many of these were cases 
in which drainage had been established too low. The 
entire fistulous tract with its surrounding skin, new- 
formed bone, and thickened pleura, was excised in 
one piece. The skin and muscles were partially 
closed and Carrel-Dakin treatment begun at once. 
In this group there were no deaths. In several cases 
healing had occurred by the end of four weeks, but 
in one the condition persisted for three months. All 
but four patients, whom Eggers was unable to trace, 
are known to have been cured. 
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2. Cases with intractable deep sinuses. 

3. Cases with a rigid chronic empyema cavity 
with infected walls. 

4. Cases with an empyema cavity having com- 
municating pockets or recesses. 

The treatment of these three groups is considered 
under one heading, as the underlying principle is the 
same. Healing has failed to occur either because of 
rigidity of the walls, infection of the walls leading to 
re-infection of the cavity, or narrow recesses harbor- 
ing infection which communicate with the cavity and 
have caused recurrence. To meet these conditions 
it is necessary to mobilize the chest wall, mobilize 
the lung, completely remove all infected tissue lining 
the cavity, and explore carefully in order to remove 
all hidden recesses. The operation is planned and 
carried out with this object in view. Careful hemos- 
tasis is very important, as at best there is consider- 
able loss of blood, and the operation is associated 
with considerable shock. The wound is closed with 
one or two short drainage tubes in the dependent 
part. 

Immediately after the operation the patient is 
given a hot coffee enema containing '% oz. of whiskey 
and '/\5 gr. of strychnine. Hypodermoclysis, if re- 
quired, should be given under the skin of the thigh, 
so as not to embarrass respiration. Morphine is 
given freely during the first few days. There is 
usually considerable serous or sero-sanguineous dis- 
charge during the first few days, but this quickly 
subsides if the wound remains sterile. Further 
treatment depends upon the course. If the dis- 
charge remains sterile, the drainage tubes are re- 
moved in a few days. If organisms are present in 
the discharge or it is turbid, irrigations with Dakin’s 
solution are given once a day. This should not be 
begun until after the first week. If pus develops, as 
is not uncommon in cases in which an incomplete 
decortication was done, regular Carrel-Dakin treat- 
ment is instituted. All patients are encouraged to 
sit up early, to breathe deeply, and to get out of bed 
in from three to seven days. 

Ninety-nine cases belonging to these three groups 
were treated. In some instances it was necessary to 
perform the operation in several steps. Of these 
ninety-nine cases, healing occurred in forty-one in 
from four to eight weeks. A few required re-opera- 
tion. Of the total number of patients, sixty-seven 
are known to be healed, twelve are known not to be 
healed, and one is dead. Although it was impossible 
to get in touch with nineteen, it is assumed that the 
majority are healed, as notes made at the time of 
operation or soon after indicated that conditions for 
healing were favorable. 

5. Cases with a chronic open pneumothorax. In 
chronic pneumothorax the entire lung on one side 


q 

d 
a 
i 

|_| 


14 INTERNATIONAL ABSTRACT OF SURGERY 


has collapsed because of too early operation before 
adhesions had formed or as the result of perfora- 
tion of a lung abscess and the production of a pyo- 
pneumothorax. If the condition is recognized early, 
the use of the blow-bottle, deep breathing, and 
exercises may correct it unless there is a large bron- 
chial communication. Later, however, fibrous 
changes occur in the lung parenchyma and radical 
operation is necessary. 

Because of the changes in the lung itself, the aim 
of the operation is primarily mobilization or col- 
lapse of the chest wall, and secondarily, mobiliza- 
tion of the lung. The general principles described in 
the treatment of chronic empyema are followed. 
Portions of from four to eight ribs are resected 
sufficiently to allow the chest wall to fall in. The 
thickened parietal pleura is removed. If the pa- 
tient’s condition permits, decortication of the lung 
may be attempted. This is frequently very difficult. 
If decortication is not possible, the lung should be 
freed completely around its margin, the treatment 
used in chronic empyema then being instituted. 
In most cases in which the condition is recognized 
early, simple drainage and exercises will effect a cure. 
If the condition is not recognized early and properly 
treated, it constitutes a very serious problem be. 
cause of the fibrous changes within the lung. Fif- 
teen patients with this type of condition were 
treated; seven were healed, four were known not 
to have healed, three died, and one was not heard 
from. 

6. Cases with bronchial or pulmonary commu- 
nication. These are divided into cases of broncho- 
pleural and broncho-cutaneous fistula. The former 
usually heal spontaneously, but the latter require 
surgical intervention. The operative procedures em- 
ployed for the associated chronic empyema seem 
sufficient for this condition. Of seven broncho- 
cutaneous fistulz encountered in the author’s cases 
six healed and one was fatal. 

7. Cases with tuberculosis. The presence of 
tuberculosis in a patient with chronic empyema is 
often difficult to prove. In the series of cases re- 
viewed there were eleven in which positive evidence 
of tuberculosis was obtained after radical opera- 
tion. Of these eleven patients three are healed, one 
healed and died one year later, one is not healed, 
three did not heal and died later, and three have 
not been heard from. Because the condition was not 
recognized before operation, these cases are included 
in the group of ninety-nine chronic cases already dis- 
cussed. 

There were also six patients in whom the presence 
of tuberculosis was known prior to operation. 
Three of these healed and were apparently cured of 
the intrapulmonary lesion. One is at present under 
treatment, one is in a government sanitarium, and 
one has not been heard from. 

In this series of 146 cases of chronic empyema 
subjected to radical operation the operative mor- 
tality was 3.4 per cent. 

McMicken Hancuett, M.D. 


Du Bray, E. S.: Sudden Death Following Thora- 
centesis. Am. J. M. Sc., 1923, clxv, 357. 

In reviewing the literature Du Bray found that 
cases of sudden death following thoracentesis may 
be divided into three classes according to their 
etiology: 

1. Syncope and collapse following mechanical or 
chemical irritation of the pleura. This is the so- 
called pleural reflex. 

2. Syncope and collapse following injury and con- 
gestion of the lung parenchyma. With this is asso- 
ciated a number of conditions such as air embolism, 
pulmonary oedema, and pulmonary hemorrhage 
with or without hemoptysis. In most instances 
several of these factors combined account for the 
collapse. 

3. Spontaneous pneumothorax. This has always 
been regarded as the cause of untoward symptoms 
and death following thoracentesis in a certain small 
number of cases, but in the light of our more recent 
acquired knowledge these results may be better 
explained on the basis of the pleural reflex or pul- 
monary injury and congestion. 

Du Bray reports a case of his own. Several weeks 
after the removal of a tuberculous kidney on the 
right side, findings suggesting a pleural effusion in 
the right chest were noted. An exploratory trocar 
was introduced in the seventh right interspace in 
the posterior axillary line. As fluid was not found 
at the first puncture, the trocar was partially with- 
drawn and thrust forward in other directions. Dur- 
ing this procedure the patient became cyanotic, and 
soon fell unconscious. 

After the exploration the condition became steadi- 
ly worse, in spite of all efforts to relieve it, and the 
patient died at the end of twelve hours. 

The chief findings of the postmortem examina- 
tion which had a bearing upon the immediate cause 
of death were as follows: 

Very dense fibrous adhesions in both pleural 
cavities, both cavities being practically obliterated. 
There was no fluid in either pleural cavity. Both 
lungs were markedly oedematous. The middle lobe 
on the right side was the site of extensive hamor- 
rhage. This area extended down to one of the large 
branches of the pulmonary vein, but actual rupture 
of the vein was not demonstrated. In the center of 
the hemorrhagic area was a puncture wound. No 
clots were to be found in the neighboring bron- 
chioles. The larger branches of the bronchi in both 
lungs contained a considerable amount of frothy 
fluid. 

Du Bray concludes that the puncture in the mid- 
dle lobe of the right lung, which was surrounded by 
hemorrhage and congestion, and the associated 
presence of extensive pulmonary oedema justify the 
supposition that this accident was caused by the 
combined physiologic-pathologic mechanism dis- 
cussed in the second group. There was nothing in 
the clinical picture or the autopsy findings to sug- 
gest that air embolism was a factor. 

McMicken Hancuett, M.D. 
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Stahr, H.: Plastic Mastitis in Cases of Cancer of 
the Stomach: Mastitis Carcinomatosa (Plas- 
iische Mastitis bei Magenkrebs: Mastitis carcin- 
omatosa). Zischr. f. Krebsforsch., 1922, xix, 231. 


The author reports a case of unusual disease of 
the glands of the breast associated with primary 
carcinoma of the stomach which had formed exten- 
sive metastases in the bronchial, supraclavicular, and 
axillary lymph nodes. Both breasts were enlarged, 
especially the left. On cross-section they were found 
pale and hyperplastic. Histologic examination 
showed enlarged epithelium-lined lymph channels 
filled with cancer cells next to normal empty lacteals 
and separated by connective tissue poor in nuclei. 
In the vicinity of the enlarged lymph channels a 
tissue rich in young fibroblasts and lymphocytes was 
found. There was no inflammatory reaction. 

In the author’s opinion, this condition is not a 
simple cancer metastasis but a mastitis carcinoma- 
tosa, i.e., a fibrous hyperplasia and induration of 
the breast caused by cancer elements. The pene- 
trating cancer cells do not proliferate but are de- 
stroyed, this giving rise to connective-tissue growth. 
Analogous to this condition is the osteoplastic stimu- 
lus observed in cases of carcinoma of the prostate 
and the stimulus produced by carcinoma of the 
breast on the mammary glands not yet invaded, 
causing lactation. 

To explain the condition the author cites the 
second law of Virchow with regard to metastasis, 
namely, that the site of predilection of primary car- 
cinoma is very rarely invaded secondarily. In such 
an organ the penetrating cancer cells do not find the 
necessary pabulum. The condition is therefore an 
example of the so-called “atreptic immunity” of 
Ehrlich. Buppe (Z). 


Muelleder, A.: The Etiology of Cancer of the 
Breast in the Male (Zur Kasuistik der Mamma- 
carcinome bei Maennern). Arch. f. klin. Chir., 1922, 
cxx, 686. 


In the last twenty years twelve cases of cancer of 
the male breast were observed in the von Eiselsberg 
clinic. This was about 2 per cent of all cases of mam- 
mary cancer. Asa rule, the glands of the axilla were 
involved, but involvement of the supraclavicular 
glands was rare. As the diagnosis was often doubt- 
ful, small sections were removed, immediately frozen, 
and examined, amputation then being performed if 
necessary. The prognosis is especially grave because 
of the early metastasis to the spinal column. The 
treatment consisted of a prophylactic radiation fol- 
lowed by operation. Radiation alone was deemed 
insufficient. BANGE (Z). 


TRACHEA, LUNGS, AND PLEURA 


Peck, C. H., and Cave, H. W.: Acute Suppurative 
Pleurisy; an Analysis of Ninety-Four Cases. 
Surg., Gynec. & Obst., 1923, XXXvi, 357. 


The exudate of the pneumococcic pleurisy contains 
more fibrin and is usually more quickly walled off 


and somewhat less abundant than that of strep- 
tococcic pleurisy. This fact is of great importance 
from the standpoint of the dangers of open sucking 
pneumothorax following early operation for empyema 
of the streptococcic type. 

Butler has stated that in civil life the pneumo- 
coccus is found twice as frequently as the streptococ- 
cus, and these two organisms are the causative fac- 
tors in 75 per cent of the cases, whereas during the 
war, approximately 80 per cent of the postpneumo- 
nic cases were due to the streptococcus alone. 

In sixty-nine of the ninety-four cases reviewed 
the condition was postpneumonic; in eleven, post- 
influenzal; and in three, secondary to lung abscess. 
In eleven the cause was undetermined. The left 
side was involved more frequently than the right. 
In seventy cases the lower part of the chest was 
involved, and in eighteen the upper. In sixty, the 
condition was localized; in seventeen, general; and 
in five interlobar or sacculated. There was no case 
of bilateral involvement in the series. 

The authors believe that repeated simple pre- 
operative aspiration is of value to tide critically ill 
patients over to a time when radical operation will 
be safer, and in a small percentage of cases it may 
effect a permanent cure. Their treatment consists 
in inserting 1 to 2 in. into the pleural cavity a 
large, firm rubber tube 34 in. in diameter and 
about 6 to 8 in. long, and anchoring it in position 
by sutures in such a way that an air-tight joint is 
formed between the chest wall and the tube. In 
order to accomplish this, a dressing is applied snugly 
around the tube and strapped with adhesive plaster 
carefully fitted. Sometimes the tube is passed 
through a rubber dam beneath the strapping to 
effect a more perfect closure. When the patient is 
returned to bed, a long tube of smaller caliber is 
connected to the large tube and the distal end of the 
long tube is placed in a bottle of water on the floor 
at the side of the bed. In this manner the entrance 
of air into the chest is prevented and each inspiration 
raises a column of water in the tube which tends to 
keep the lung inflated. The pus flows from the 
pleural sac to the bottle, where it settles at the 
bottom, but no air can enter the pleural sac. After 
from seven to ten days adhesion between the two 
layers of pleura is generally established, and lung 
collapse is prevented mechanically. The tube is then 
changed for a smaller tube and disconnected from 
the bottle, and the patient is given a Wolff blow 
bottle to help obliterate the cavities. 

The mortality has been 19.1 per cent. There were 
three deaths due to operative shock, for which the 
pneumonia may have been responsible. Two 
patients died of pneumonia of the opposite lung, 
two of cerebral embolism, and nine of sepsis and 
exhaustion in which pneumonia was probably an 
important factor. One patient died nine days after 
operation of hemorrhage from the intercostal vessel 
following removal of the drainage tube. 

Late results are known in sixty cases. In forty- 
nine of these there was complete healing after an 
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average time of nine weeks. In eleven, a secondary 
abscess required drainage. 

The authors conclude that the successful treat- 
ment of acute empyema is based upon measures pro- 
viding adequate drainage. 

Dennis W. Crie, M.D. 


Perkins, J. J., and Burrell, L. S. T.: Artificial 
Pneumothorax: Its Application to Cases Other 
Than Those of Pulmonary Tuberculosis. Lan- 
cel, 1923, cciv, 478. 

The authors review twenty-one cases. Only two 
cases of a series treated by artificial pneumothorax 
are omitted. These were both cases of bronchiectasis 
in which the method was tried but found impossible 
because of the presence of extensive adhesions. The 
series reviewed included seven cases of abscess of 
the lung, six of bronchiectasis, three of recurrent 
profuse hemoptysis, two of chronic pleural effusion, 
and three of effusion complicating new-growths. 
The three cases of recurrent hemoptysis and the 
two of chronic effusion may possibly have originated 
in tuberculosis, but as no tubercle bacilli were found 
they were treated for the immediate condition. 

In six of the seven cases of lung abscess the results 
were very satisfactory. In two of these the abscess 
ruptured into the pleural cavity following pneumo- 
thorax, and surgical drainage was necessary. In 
another of the six there were adhesions requiring 
thoracoplasty. In the seventh case there was im- 
provement but operation was necessary on account 
of adhesions; this patient died the day after opera- 
tion. 

In four of the six cases of bronchiectasis there was 
improvement. The two patients who were not 
benefited were operated upon and died. In two 
additional cases pneumothorax was prevented by 
adhesions. In two of three cases of hamoptysis of 
unknown origin the treatment was successful, and 
in one without benefit. The two cases of chronic 
pleural effusion were cured. Pleural effusion com- 
plicating new-growth was not helped by pneumo- 
thorax. 

It will be seen from these cases that artificial 
pneumothorax may be of value in abscess of the 
lung, bronchiectasis, hemoptysis of unknown origin, 
and recurrent pleural effusion. In cases of lung ab- 
scess without adhesions, it is sufficient to effect a 
cure and will render a more severe operation un- 
necessary. Because of the difficulty of discovering 
the abscess cavity, it is certainly to be preferred to 
drainage. When the abscess is superficial the pres- 
ence of adhesions may lead, under pneumothorax, 
to its intrapleural rupture, necessitating drainage of 
the pleura. If the adhesions are widespread they 
may prevent complete collapse and necessitate 
thoracoplasty. Nevertheless, the authors advocate 
artificial pneumothorax as a routine precedure on 
the ground that it may be sufficient in itself and, if 
not, that it relieves the symptoms and improves the 
general condition, thus making it possible for the 
patient to withstand the more severe operation. 


In bronchiectasis also successful results depend 
on the absence of adhesions. In the cases of recur- 
rent hemoptysis and chronic effusion the good 
results were striking. Roscoe C. Wess, M.D, 


Riviére, C., and Romanis, W. H. C.: Surgery in the 
Treatment of Pulmonary Tuberculosis. 
1923, CCiV, 531. 

It was predicted over one hundred years ago that 
the treatment of pulmonary tuberculosis would begin 
to meet with definite success only when a method 
was devised by which the diseased area could be 
rendered quiescent. 

Of the measures of obtaining this immobile state, 
artificial pneumothorax should first be attempted. 
Adherent pleura is one of the chief obstacles to 
collapse of the lung. Adhesive bands may connect 
the two layers of pleura, or the two layers may be 
more or less completely fused. If adhesive bands 
prevent complete lung collapse, they may be sepa- 
rated by the electrocautery through the thoraco- 
scope, divided with a tenatome, or separated by 
open operation. The last procedure conducted under 
gas and oxygen anasthesia has the advantage that 
the bleeding from cut ends of the adhesions can be 
better controlled. The adhesions should be cut as 
near the ribs as possible to avoid contact with in- 
fected lung tissue. 

When the pleura is too densely adherent to permit 
pneumothorax, ‘“‘pneumolysis’”’ may be attempted. 
This consists of separating the parietal pleura from 
the deep fascia and ribs, allowing the lung to col- 
lapse inside the chest wall. The space is then filled 
with a solid medium (paraffin wax or adipose tissue) 
or with gas (air or nitrogen). 

Operations designed to replace pneumothorax are 
more serious than the latter for three reasons: (1) 
they hinder recovery; (2) the lung collapse is imme- 
diate, occasioning more mechanical and toxic dis- 
turbance, and (3) the collapse is not remediable at 
the end of treatment or in case trouble threatens the 
other lung. To guard against the last danger, a most 
careful examination of the condition of the better 
lung is imperative. 

According to Brauer, thoracoplasty achieves not 
more than three-quarters the collapse obtained by 
artificial pneumothorax. 

In comparison with thoracoplasty, pneumolysis 
with paraffin packing causes less shock, mutilation, 
and deformity, and can be performed more quickly, 
but paraffin may be extruded. However, aspiration 
of the serous fluid announcing this complication may 
avert it. 

Thoracoplasty is best performed under gas and 
oxygen anesthesia. Section of the phrenic nerve in 
the neck has been done in some cases to aid in 
diminishing lung excursion by paralyzing the dia- 
phragm, and has lessened the necessity of removing 
so many of the lower ribs. 

The conclusions drawn by the authors with regard 
- the surgical treatment of tuberculosis are as fol- 
ows: 
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1. Persons with tuberculosis tolerate chest opera- 
tions under gas and oxygen better than is generally 
supposed, 

2. Extrapleural operations are preferable to the 
intrapleural division of adhesions. 

3. Pneumolysis is the simplest and shortest of 
extrapleural operations, and has the advantage of 
effecting localized collapse. 

4. Pneumolysis is associated with some danger of 
sepsis, and the paraffin is apt to be extruded. 

s. Paraffin does not immobilize as effectively as 
extensive rib resection. 

6. Well-devised thoracoplasty after careful in- 
spection of the better lung gives a condition favor- 
able for the arrest of pulmonary tuberculosis. 

V. E. Dupman, M.D. 


Sauerbruch, F.: The Surgical Treatment of Tuber- 
culosis of the Lungs (Die chirurgische Behand- 
lung der Lungentuberkulose). Wien. med. Wcehn- 
schr., 1922, \xxii, 1965. 

The author gives a short historical review of the 
surgical treatment of tuberculosis. Great advance- 
ment was made following the introduction of arti- 
ficial pneumothorax by Forlanini. Forlanini had 
noticed that recovery occasionally occurred after a 
large pleural exudate or a spontaneous pneumo- 
thorax, the immobility of the affected lung permit- 
ting healing. In the presence of adhesions, extra- 
pleural thoracoplasty may be necessary. This opera- 
tion is usually carried out under local anesthesia. 
The resection of the ribs from the eleventh to the 
first at one sitting is very dangerous and should be 
attempted only by a very experienced operator, and 
then only in the presence of a fairly rigid medias- 
tinum. In a several-stage operation the lower ribs 
should be removed first in order to prevent aspiration 
into the lower functioning lung. 

Sauerbruch’s experience now includes 507 cases. 
The operative mortality varied from 2 to 4 per cent. 
The 10 per cent mortality in the first few weeks, 
however, must also be attributed to the operation. 
A cure was obtained in 33 per cent of the cases. In 
some of these, six years or more have elapsed since 
the treatment. In 27 per cent of the cases the con- 
dition was improved. 

E-xtrapleural compression and phrenicotomy are 
to be considered as components of extrapleural 
thoracoplasty. 

Approximately 5 per cent of all cases of lung 
tuberculosis are operable. BRUNNER (Z). 


C2SOPHAGUS AND MEDIASTINUM 


Gill, E.G.: A Wire Ring in the Gsophagus. Laryn- 
goscope, 1923, XXXiii, 213. 

An infant 7 months old suffered from choking 
spells after nursing. X-ray examination showed a 
metallic ring in the oesophagus, with its lower border 
opposite the sternoclavicular joint. The ring was 
successfully removed through a small laryngoscope 
without the use of an anesthetic. 


Lahey, F. H.: Csophageal Diverticula. Boston M. 
& S. J., 1923, clxxxvii, 355. 

Diverticula of the cesophagus have been classified 
by Bensaude, Gregoire, and Guenaux into cesopha- 
geal and pharyngo-cesophageal. True diverticula of 
the cesophagus, the traction diverticula of Rokitan- 
sky, may be epiphrenic or epibronchial. In this paper 
the author deals with pharyngo-cesophageal diver- 
ticula, the pulsion diverticula of Zenker. — 

Pharyngo-cesophageal diverticula are always sin- 
gle and located on the posterior or the postero- 
lateral wall of the pharynx, just above its junction 
with the asophagus. They project from between 
the fibers of the oblique and transverse bundles of 
the crico-pharyngeus muscle, a division of the in- 
ferior constrictor of the pharynx. The pouch occu- 
pies the prevertebral space behind and usually to 
the left of the oesophagus, between the layers of the 
prevertebral and pretrachial fascia. 

The etiology of these diverticula has been a mooted 
question, but the latest investigations favor 
Kulenkampfi’s theory that they are analogous to 
inguinal herniz in that there is a congenital muscular 
hiatus covered over by elastic tissue. This elastic 
tissue relaxes with age, and herniation of the mucosa 
results from increased intrapharyngeal pressure. 
The increased intrapharyngeal pressure is attributed 


to a defect in the neuromuscular mechanism whereby . 


the spasmodically contracted fibers of the inferior 
constrictor muscle fail to open in coérdination with 
the propulsive action of the pharynx. 

Pharyngo-cesophageal diverticula manifest them- 
selves in middle or advanced age. They occur four 
times as frequently in men as in women. The 
symptoms have been divided by Starck into the 
prodromal, the direct, and the indirect. The pro- 
dromal symptoms, which may be present for years, 
include the expectoration of mucus, dryness of 
the throat or salivation, coughing and choking, 
cautious deglutition, and at times a feeling suggest- 
ing the presence of a foreign body in the throat. 
Direct symptoms develop when the sac has attained 
sufficient size to obstruct the oesophagus by pressure 
or to close the oesophageal opening by traction. 
Gradually increasing dysphagia then develops, food 
catches in the throat, and finally liquids cannot be 
swallowed. Regurgitation always occurs but may 
be delayed for hours after the taking of food. 
Indirect symptoms resulting from the pressure of 
the distended sac consist of dyspnoea, hoarseness, 
and cyanosis. 

The X-ray will demonstrate the sac filled with 
bismuth extending posteriorly and to the left of the 
pharynx. A flat fluid level is usually demonstrable. 

The medical treatment is confined to the passage 
of cesophageal bougies to dilate the oesophagus and 
to overcome the spasm of the inferior constrictor 
muscle. Surgical treatment is advisable when the 
diverticulum increases in size and swallowing be- 
comes progressively more difficult. 

The surgical treatment consists of a two-stage 
operation as outlined by Murphy and later modified 
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by Judd. In the primary operation the pouch is 
exposed and freed from the surrounding tissues, 
the neck of the sac sutured to the edges of the skin, 
the wound closed, and the sac left unopened. The 
author modifies Judd’s technique by partially twist- 
ing the neck of the sac before implanting it in 
the skin wound to prevent leakage after excision 
of the sac at the second operation. The second 
operation, performed ten to twelve days later, con- 
sists in cutting away the sac so that a mucous canal 
is left connecting the oesophagus with the skin. 
The author then repeatedly cauterizes the tract 
with crude carbolic acid to favor closure. 

Lahey reports a case treated by the method 
described, in which, thirty-seven days after the 
operation, there was complete closure of the mucous 
tract and no difficulty in swallowing. The X-ray 
demonstrated complete absence of obstruction at 
the level of the lesion. Dennis H. Ketty, M.D. 


Mayo, C. H.: The Treatment of Diverticulum of 
the @sophagus. Ann. Surg., 1923, xxvii, 267. 


The author reviews the literature relative to diver- 
ticula of the oesophagus and concludes that these 
lesions occur more commonly than is generally 
supposed. The types of diverticula, the etiological 
factors, and the diagnosis are discussed. With re- 
gard to the diagnosis mention is made of examination 
by means of sounds guided by a previously swallowed 
silk thread, as developed by Plummer. The value 
of fluoroscopic examination after the ingestion of 
barium emulsion is emphasized. 

With regard to the use of surgical measures in 
the treatment, the author states that the type of 
operation employed should depend on the size of 
the sac. When the sac is small, the operation can 
be done in one stage, the sac being amputated and 
the fistula closed with two rows of chromic catgut. 
When the sac is large, it should be delivered un- 
opened and amputated from ten to twelve days 
later. In the Mayo Clinic seventy-four patients 
were operated on for this condition. There were 
three deaths. 


Jankowski: Total (Esophagoplasty (Ueber totale 
Oesophagusplastik). esti arst, 1922, i, 246. 

The author reports the cases of four patients oper- 
ated on for stenosis of the oesophagus caused by lye. 
Two are again able to take nourishment by mouth. 
In one case there has been an increase in weight from 
107 to 172 lbs.; in two cases the connecting skin tube 
is still absent. 

Previous to the plastic operation, gastrostomy 
was done for improvement of the patient’s general 
condition. The plastic operation consisted in form- 
ing from the jejunum an ante-thoracic, subcutan- 
eous tube behind the transverse colon and in front of 
the pars pylorica of the stomach, extending up to the 
third rib. The oesophagus was divided transversely, 
the proximal end fixed to the musculature, and the 
distal end sutured into the skin wound. The con- 
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struction of the ante-thoracic skin tube was done by 
a flap operation. 

In the discussion of this paper Zoege von Man- 
teuffel pointed out that thick, soft sounds may be 
passed directly after the injury for the prevention 
of stricture. If perforation of the oesophagus or 
stomach occurs, this is due to the depth of the ero- 
sion and not to the sound. Scumuipr (Z). 


MISCELLANEOUS 


Pringle, J. H.: Intrathoracic Catastrophes Simu- 
lating the Acute Abdomen. Lancet, 1923, cciv, 
279. 

The author cites two cases in which the clinical 
findings suggested the condition called by some 
writers the “‘acute surgical abdomen.” Both were 
characterized by severe abdominal pain and marked 
rigidity. The first patient was prepared for opera- 
tion but was not operated upon because of a change 
in his general condition. In the second case an ex- 
ploratory operation was done but the abdominal 
organs were found normal. Both patients died 
within a few hours after their admission to the hos- 
pital, the first of occlusion of the left coronary 
artery, and the second of rupture of the aorta. In 
both cases arteriosclerotic changes were found. 

This report is made because, in the author’s 
opinion, the possibility that lesions of the large 
vessels of the chest may cause symptoms resembling 
those of acute abdominal conditions has not been 
sufficiently emphasized. Rapa B. Bettman, M.D. 


Childs, S. B.: New Growths Within the Chest: 
X-Ray Diagnosis. Am. J. Roentgenol., 1923, x, 


175. 
Hall, J. N.: New Growths within the Chest. Am. J. 
Roentgenol., 1923, X, 182. 


These two papers were part of a symposium. 

With regard to the X-ray diagnosis, Childs divides 
intrathoracic growths into two classes: (1) those in 
the mediastinum, and (2) those in the lungs. Condi- 
tions involving the mediastinum include Hodgkin’s 
disease, lymphosarcoma, intrathoracic thyroid, en- 
larged thymus, cysts, sarcoma, cold abscess, and 
aneurisms. 

Hodgkin's disease. This condition is generally 
shown by a paratracheal dense shadow projecting 
beyond the mediastinum, with a border either irregu- 
lar in outline or circumscribed and clearly defined. It 
is usually bilateral, but occasionally unilateral. 

Lymphosarcoma. Lymphosarcoma begins in the 
mediastinum and is apt to increase rapidly in size 
and involve the lung or pleura or both. Frequently, 
enlarged supraclavicular lymph glands can be de- 
tected. Upon microscopic examination the latter 
determine the diagnosis. 

Intrathoracic thyroid. This condition casts a fairly 
characteristic shadow of uniform: density in the 
upper part of the mediastinum. The base of the 
shadow is upward. In its lower extremity its diam- 
eter is less. Its edges are well circumscribed. 
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Enlarged thymus. An enlarged thymus casts a 
small, inverted heart-shaped shadow which over- 
laps the aorta and the base of the heart. The X-ray 
diagnosis of this condition, however, is not particu- 
larly reliable. 

Cysts. Cysts cast a characteristic shadow which is 
generally well circumscribed and of uniform density. 
A dermoid cyst is characterized by a distinctly clear- 
cut border circumscribing a round dense area which 
usually projects from the right side of the medias- 
tinum. This type of cyst is usually single, and the 
shadow cast by teeth or pieces of bone may be seen 
within it. This finding and the expectoration of 
sebaceous material or hair are confirmatory. Also if 
frequent examinations over a considerable period 
fail to show any marked change in the size of the 
cyst and no evidence of secondary deposits in the 
chest, the diagnosis of dermoid cyst is greatly 
strengthened. A cyst may be overlooked, especially 
if it is overshadowed by the heart. A large area of 
transmission of the cardiac impulse when neither the 
size of the aortic or heart shadow nor the intensity of 
the heart beat warrants such transmission, should 
suggest a mediastinal lesion. 

Primary sarcoma. Primary sarcoma frequently 
has its origin in the thymus or thyroid, and may 
become very large. Besides producing marked pres- 
sure symptoms clinically, this tumor generally shows 
distinctly in the X-ray examination in the form of a 
round shadow with a clear-cut border. 

Cold abscess. This condition frequently presents 
an appearance simulating that of a new growth. It 
produces a dense shadow overlapping the shadow of 
the spine bilaterally. An ordinary abscess causes a 
dense shadow which may present beyond the edges 
of the mediastinum, but the diagnosis depends large- 
ly on the clinical history. 

Aneurism. The diagnosis of aneurism is usually 
not difficult but occasionally a case is seen in which 
pulsation is diminished or absent. The low position 
of the heart and the flattened left ventricular margin 
are of value in the diagnosis. 

One or more masses may signify tuberculous 
glands or a primary or secondary carcinoma. The 
shadows cast by these conditions are practically the 
same. The fact that tuberculous glands are generally 
found in the posterior mediastinum while cancerous 
nodules occur more often in the anterior medias- 
tinum, is of aid in differentiating them. Carcinoma 
of the cesophagus should be mentioned with the 
growths of the mediastinum occurring in the poste- 
rior portion. An opaque mixture in the cesophagus 
aids in distinguishing it. 

New growths in the lungs are divided into benign 
and malignant. Excluding pneumoconiosis, new 


growths of the lung are very rare. Childs has never 
seen an ecchinococcus cyst. Hall reports one. The 
malignant growths are divided into primary and 
metastatic. 

Primary sarcoma. The occurrence of this growth 
in the lung is very rare. Childs has no proved case to 
report. 
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Primary carcinoma. Primary carcinoma of the 
lung is not common, but occurs often enough to 
make it an important condition for the roentgenolo- 
gist to bear in mind in all cases in which the X-ray, 
clinical, and laboratory evidence does not warrant a 
diagnosis of one of the more common pathologic 
conditions. There are two types: that of the lobe 
and that of the hilus. The lesions of the hilus pre- 
dominate and usually invade the parenchyma in 
their progressive development. The shadow is 
usually roughly circular, shading off into the lung 
shadows, with processes radiating into the lung. In 
addition, there are a few nodules with indistinct 
edges surrounding the central shadow or in relation 
to the bronchial trunks near the periphery. 

The metatastic deposits in cancer may be general 
in both lungs or confined to one lung. The X-ray 
findings consist of generalized nodules in the lungs 
or localized deposits in the line of lung markings, 
generally involving the lower half of the lung and 
apparently beginning at the hilus. 

When the pleura is involved in the metastasis 
before the lesions are demonstrated in the lung, the 
first sign detected may be only restriction of the 
movement of the diaphragm on the side which is 
affected. 

Cancer metastases in the lung are comparatively 
frequent, especially secondary to carcinoma of the 
breast. X-ray examination of the lungs is therefore 
recommended before radical operation. 

Hall speaks of the increase in the incidence of 
malignant disease within the chest. The diagnosis 
is made in from 80 to go per cent of cases in some 
clinics, but in others only occasionally because of a 
general lack of knowledge regarding the condition 
and of facilities to investigate it. 

Malignant disease within the chest involves pri- 
marily and secondarily chiefly the following struc- 
tures: the lungs, including the bronchi, the pleure, 
the mediastinal glands, the thymus, the thyroid, 
and the cesophagus. Teratomata are also to be con- 
sidered. 

It is in the lungs and bronchi that the recently 
noted increase in malignant disease has occurred, 
and the opinion is general that the source of these 
growths lies in the frequent residual lesions left in 
the wake of the great epidemic of influenza. Un- 
doubtedly, the factor preceding the malignancy is 
chronic irritation with inflammation. This is borne 
out by the fact that malignancy in this group is 
practically limited to males and usually occurs after 
the fortieth year of age. 

Primary carcinoma may be of the sharply defined 
nodular type at the root of the lung or of the infil- 
trating type spreading along the bronchial tree from 
the hilus. Occasionally it spreads along the thoracic 
duct. 

Secondary carcinomatous involvement of the 
lung is very common. Warfield found lung metas- 
tases at autopsy in 178 of 516 cases of carcinoma of 
the breast. Metastasis from primary carcinoma of 
the lung occurs most frequently in the lymph nodes, 
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and next most frequently in the liver. Bones and 
other structures are occasionally affected. 

Primary sarcoma spreads outward more especially 
about the median fissure on the left side and the 
median lobe on the right side. 

Secondary sarcoma of the lung is more often seen 
as a late development of sarcoma of the testicle. 

Metastases of hypernephroma are fairly common. 

The symptoms are usually first those of inflamma- 
tion, rather than the presence of a new growth. 
Later, mechanical pressure, destruction of tissue, 
etc., are noted. 

The onset of the condition is slow and associated 
with a dry cough and slight expectoration. Later, the 
expectorated material becomes blood-stained, and 
finally bloody and gelatinous. The disease is pro- 
gressive and characterized by increasing cachexia, 
aspiration of bloody fluid from the chest, suggestive 
physical findings, and characteristic X-ray findings. 
The findings of the microscopic examination of an 
excised lymph gland which has become enlarged are 
conclusive. 


Tuberculosis and syphilis must be ruled out in 
every case. 

Primary malignancy of the pleura is usually uni- 
lateral and causes the usual symptoms of pleurisy. 
The aspirating needle passes through the leathery 
pleura with difficulty, and as a rule bloody fluid is 
withdrawn. The X-ray shows pleural thickening. 
This may be very marked. Inoculation metastases 
may develop along the needle track. 

Secondary malignant disease of the pleura is 
much more common than primary, and comes from 
the breast, stomach, or mediastinum. 

Sarcoma is less common than carcinoma. 

Malignant tumors of the mediastinum usually 
arise from the mediastinal lymph glands or the 
thymus, but an aberrant thyroid or the cesophagus 
may be the point of origin. 

Sarcoma is the most common mediastinal growth. 
Lymphosarcoma, Hodgkin’s disease, and leukxmia 
are not infrequent. Teratomata are rare. 

Secondary growths from neighboring malignan- 
cies are common. MecMicken M.D. 
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SURGERY OF THE NERVOUS SYSTEM 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Morgan, D. H.: Brain Injuries Without Skull 
Fractures. Ohio State M. J., 1923, xix, 157. 


Cranial injuries call for skillful observation and 
treatment to save the life or the future mental con- 
dition of the victim. These cases practically always 
are looked after primarily by the general practi- 
tioner, and it is upon him that the burden of proper 
treatment and consultation rests. It is of prime 
importance that an early diagnosis of the cranial or 
intracranial injury be made. The diagnosis of skull 
fracture is not so important as that of increased 
intracranial pressure or brain injury. Each case is a 
study in itself, and consultation with a surgeon and 
a neurologist should be had for all cases wherein 
brain injury or increased intracranial tension is 
suspected. 

The symptoms of acute brain injury are headache, 
nausea, and vomiting. Unconsciousness may or 
may not be present. A dazed feeling and confusion 
may be the extent of the mental change. In mild 
cases the headache clears up in a few days; in 
operative cases it ceases promptly as soon as the 
intracranial pressure is removed. The local signs of 
acute brain injuries are contusions, ecchymoses 
about the orbits and mastoid regions, hemorrhage 
from the nose, mouth, or ears, hematoma, and skull 
fractures. The general signs are shock, temperature 
changes, variations in the pulse rate, respiratory 
abnormalities, high blood pressure, paralysis, im- 
pairment of sensation, unconsciousness, restlessness, 
convulsive seizures, alterations in the reflexes, pupil- 
lary changes, and abnormal urinary, ophthalmic, 
and spinal fluid findings. 

Surgical procedures should not be done without 
evidence of steadily increasing intracranial pressure 
or depressed skull fracture. 

The author warns against indiscriminately oper- 
ating on all skull fractures and urges conservatism. 
Intracranial tension, however, is an emergency 
and should be immediately relieved by a decom- 
pression operation. Such relief of tension is effected 
in cases of fracture when the cerebrospinal fluid 
escapes into the nasal or aural cavities or directly 
externally. In the later stages of intracranial pres- 
sure with profound coma and manifestations of 
medullary oedema it is useless to operate as the 
condition is fatal. 

The psychiatrist does not often see cases of acute 
brain injuries, his observations being limited to their 
after-results. Many cases present mental symptoms 
and physical findings directly traceable to the 
injury. A few may be relieved by surgical proce- 
dures. In all such cases it is important to differen- 


tiate functional and organic lesions, a differentiation 
which throws great responsibility on the psychia- 
trist, especially in medicolegal cases. 

The general practitioner, the surgeon, and the 
psychiatrist therefore have a common interest in 
cases of this type, and should consult with each 
other in order to obtain the best possible results. 

BEN N. Wane, M.D. 


Grant, F. C.: The Use of Air in the Diagnosis of 
Intracranial Lesions: An Illustrative Case. 
Surg. Clin. N. Am., 1923, iii, 289. 

The author describes a method of outlining cer- 
tain intracranial lesions with air for X-ray diagnosis. 
If at operation a cyst is found, a cannula is intro- 
duced into it, the fluid is evacuated, and air is intro- 
duced. The roentgenogram will then give an out- 
line of the cyst. 

Another helpful procedure is the introduction of 
air into the ventricles for X-ray examination. The 
author cites a case in which this method was suc- 
cessfully used to determine the location and extent 
of a gliomatous growth in the silent areas. 

Marcus H. Hosart, M.D. 


McCannel, A. D.: Aerocele of the Brain, with 
Report of Cases. Laryngoscope, 1923, xxxiii, 189. 

To the ten cases collected by Spiller the author 
adds a new case which he reports with roentgeno- 
grams. 

The patient, a woman, received a fracture of the 
frontal bone in an automobile accident. This was 
followed by partial loss of vision in the right eye with 
slight exophthalmos, double vision, and turning in 
of the right eye due to complete paralysis of the 
external rectus. With the right eye, fingers could 
be seen at 12 in. In the left eye vision was 20/20. 
About three weeks later a second roentgenogram 
showed a large round area of diminished density 
directly beneath the site of the fracture into the 
right frontal sinus. 

Two months later the area of diminished density 
had disappeared. Fundus examination showed the 
optic nerve to be rather white. Vision was 20/50 in 
the right eye and 20/20 in the left. 

McCannel’s conclusions may be summarized as 
follows: 

1. Aerocele of the brain, or air in the cranial cav- 
ity, is a comparatively rare condition, but probably 
not as rare as is suggested by the number of cases 
reported. 

2. Aerocele does not always appear at the time 
of the trauma or accident, usually developing two 
or three weeks later. In all cases of head injury, 
especially in fractures near the sinuses, a search 
should be made for this condition. 


t in 
uni- 
ery 
1 is 
ises 
om 
lly 
the 
th. 
nia 
n- 
21 


22 INTERNATIONAL ABSTRACT OF SURGERY 


3. The roentgenogram is the only means of mak- 
ing a diagnosis. 

4. The pathology of the condition has not been 
definitely determined. Cart R. STEINKE, M.D. 


Kurtzahn, H.: Roentgenological Observations on 
the Treatment of Epilepsy with Intensive 
Irradiation of One Adrenal Gland (Roentgen- 
ologische Bemerkungen zur Epilepsiebehandlung 
durch Intensivbestrahlung einer Nebenniere). Arch. 
f. Psychiat. u. Nervenkrankh., 1922, \xvi, 792. 


The technical directions for roentgen irradiation 
of the adrenals are given. The irradiation of one 
adrenal was undertaken by the author in the treat- 
ment of epilepsy at the suggestion of Klineberger. 
The left adrenal gland was chosen in order to avoid 
injuring the liver and pancreas. Injuries of the 
spleen were eliminated by the technique. 

Two rectangular fields were irradiated: (1) a dor- 
sal field, in which diagonal lines would intersect each 
other at a point 2 to 3 cm. lateral to the vertebral 
column at the level of the articulation of the elev- 
enth rib and in which the longitudinal axis was par- 
allel with the vertebral column; and (2) a ventral 
field, opposite the dorsal field. 

The dosage which was effective in the depths cor- 
responded approximately to the castration dose of 
Seitz and Wintz for thin persons. Up to three irra- 
diations were given at intervals of at least eight 
weeks. Wrepe (Z). 


Pussep, L.: The Surgical Treatment of Epilepsy: 
Twenty Years’ Observations (Die chirugische 
Behandlung der Epilepsie: nach 20 jaehrigen Beo- 
bachtungen). Alin. Wehnschr., 1922, i, 2142. 

Pussep has operated upon 318 cases of epilepsy in 
the last twenty years. He reports the changes found 
at operation and the operative results in statistical 
form without any details. His conclusions are as 
follows: 

1. Operative interference is indicated in circum- 
scribed cortical epilepsy, provided the attacks have 
not been occurring for a long time. 


RESULTS OF SURGICAL TREATMENT OF EPILEPSY 


2. In traumatic epilepsy operation is indicated 
only if cortical brain symptoms are present. In all 
other cases, operation is not indicated, and ijn 
status epilepticus surgical measures should be em- 
ployed only as a last resort. 

In regard to the operative technique, Pussep 
emphasizes the necessity of forming a valve and 
removing all pathologically changed areas of the 
cerebral meninges and cortex. If no macroscopic 
changes are found, centers of increased irritability 
should be sought by electrical stimulation of the 
cortex and these should be excised to a depth of 
0.5 cm. WREDE (Z). 


Anschuetz: The Results of Palliative Trephination 
for Brain Pressure (Ueber Erfolge der palliativen 
Trepanation bei Hirndruck). Deutsche med. Wchn- 
schr., 1922, xlviii, 1406. 

With regard to the results of palliative trephina- 
tion for the relief of brain pressure, von Eiselsberg 
and Ranzi have reported nine cases, Dedekind four, 
Kuettner forty-two, and Brade thirty-six. In this 
article Anschuetz reports fifty palliative trephina- 
tions. 

As averages do not give a clear picture when the 
prognosis varies so widely, Anschuetz groups his 
cases according to the level of lumbar pressure. In 
ten cases, however, the measurement was not taken, 
because of the fear of complications. The four 
groups made are as follows: 

Group 1. In this group there were seven cases 
with lumbar pressure up to 300 mm. Death fol- 
lowed the operation in one case (14 per cent). All 
of the other patients lived longer than one year, and 
a considerable number from three to fourteen years, 
with full or partial ability to work, depending upon 
the degree of opticus atrophy present before the 
operation. 

Group 2. This group included twenty-four cases 
with lumbar pressure up to 600 mm. The mortality 
was 5.20 per cent. Eight of the patients died during 
the first year and only a small lumber lived longer 
than three years. 


Form of epilepsy Operations 


Attacks disappeared for 


5 years | Per cent 


. Essential epilepsy............... 4o 
(a) Status epilepticus............ 9 
2. Traumatic epilepsy 

(a) Common traumatic epilepsy 
(without objective signs of in- 
28 

(b) Common traumatic epilepsy 
(with objective signs of injury of 


40 2 4.3 
3. Traumatic cortical epilepsy ..... . 43 3 5 
4. Common cortical epilepsy (non- 

07 4 4 
5. Circumscribed cortical epilepsy. . 23 4 17 
6. Epilepsy following encephalitis and 

13 
7. Epilepsy and idiocy............. 19 


Attacks became _ Not 
improved | Deaths 
3 years I year Fewer Weaker 
I 2 4 5 27 I 
3 3 2 
5 3 4 16 
I 9 10 8 16 
3 18 6 7 
18 24 13 18 20 
5 8 2 2 2 
I 2 3 4 3 
re 2 4 7 6 


(Pussep: Surgical Treatment of Epilepsy.) 
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Group 3. In this group there were twelve cases in 
which no measurement was made. According to the 
syndrome, they belonged to Groups 1 and 2. The 
results also were similar. 

Group 4. Group 4 included seven cases with lum- 
bar pressure over 600 mm. Operation was the last 
resort, and proved injurious rather than beneficial. 
Since some of the patients came to operation in a 
comatose condition, the poor results were not sur- 
prising. Cushing’s operation was performed and, 
when possible, was bitemporal. In order to prevent 
bulging of the brain, sutures were taken in the 
muscle before the dura was opened. The sphenoidal 
portions of the calvarium were removed with flat 
forceps in the direction of the foramen spinosum. 
The trephining was carried further on the right 
side than on the left, to avoid the frontal speech 
center. 

Although the most experienced neurologists admit 
that the diagnosis of tumor of the brain can never be 
made with absolute certainty, and confusion of such 
a growth with internal hydrocephalus, meningitis 
serosa, pseudotumor, etc., is common, Anschuetz 
agrees with Horsley that an early operation is in- 
dicated in all cases of continuous brain pressure. 
PLENz (Z). 


Mixter, W. J.: Ventriculoscopy and Puncture of 
the Floor of the Third Ventricle. Boston M. & 
S. J., 1923, clxxxviii, 277. 


In cases of non-communicating hydrocephalus the 
introduction of a small sound through the floor of 
the third ventricle and into the interpeduncular 
cistern allows cerebrospinal fluid to pass into the 
subarachnoid space. In the case of a child 4 months 
of age who was admitted to the Massachusetts 
General Hospital with marked hydrocephalus the 
ventricles were tapped but soon refilled. Indigo- 
carmine injected into the ventricles could not be 
recovered from the spinal fluid in forty-five minutes. 
Six months later the hydrocephalus had become 
extreme. 

Under ether anesthesia an opening was then 
made through the fontanelle in the right temporal 
region, and through an incision in the dura a ureth- 
roscope was passed into the lateral ventricle and 
through the dilated foramen of Munro for explora- 
tion of the third ventricle. Under visual guidance a 
flexible sound was then passed through the floor of 
the ventricle and the opening enlarged. Fluid 
escaped through the opening at once. The urethro- 
scope was then withdrawn and the incision closed. 
Ten days later simultaneous ventricular and lumbar 
puncture showed identical manometer readings, 
indigo-carmine injected into the ventricle appeared 
at the lumbar needle in thirty seconds, and the 
circumference of the head had decreased 11% in. 
Later results are awaited with interest. 

The author states that puncture of the floor of 
the ventricle is easier and more satisfactory than 
puncture of the corpus callosum suggested by Fay 
and Grant. J. Pickett, M.D. 
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Martin, J. P., and Greenfield, J. G.: Tumor in the 
Cisterna Magna. Proc. Roy. Soc. Med., Lond., 
1923, xvi, Sec. Neurol., 32. 


Three years before he entered the hospital, the 
patient, a man about 45 years of age, had first 
noticed a pricking sensation in the left hand. This 
gradually spread, weakness in the legs developed, 
and paralysis of both arms and legs ensued. 

When examined, the patient was cyanotic and 
unable to move about in bed. The eye examination 
was negative except for ptosis of both lids. Sensa- 
tion to pin-prick, heat, and cold was retained. Posi- 
tion sense was lost in the right arm. The muscle 
power was variable. After movement it was fair, 
but the patient became helpless after lying in bed. 
The muscles of the abdomen and chest were flabby. 
There was no fibrillation. Movement was much 
weaker on the left side than on the right. The deep 
muscular reflexes were exaggerated. A double ankle 
clonus was present. There was no incontinence. 
The Wassermann test was negative. The patient 
died of hypostatic pneumonia. 

Autopsy revealed in the cisterna magna a firm and 
pear-shaped tumor which weighed 32.5 gm. This 
growth lay against the foramen of Magendie and its 
larger end pressed upon the right lobe of the cere- 
bellum. The foramen of Luschka was patent. There 
was slight hydrocephalus. At the lower end of the 

medulla the tumor compressed the right dorso- 
lateral surface of the first cervical segment. Pressure 
was exerted also upon the cuneate and gracile nuclei. 
The tumor was a fibrous meningeal endothelioma. 
J. Pickett, M.D. 


Frazier, C. H.: Some of the Surgical Problems in 
the Management of Pituitary Disorders. 
Surg. Clin. N. Am., 1923, iii, 33. 

Surgery is performed on the pituitary body chiefly 
for the relief of pressure, especially pressure on the 
optic tract. Three groups of surgical conditions 
are recognized: (1) adenomata, (2) tumors having 
an anatomical association with the pituitary struc- 
ture, such as tumors ofthe pouch of Rathke and of 
the hypophyseal duct, and (3) suprasellar growths or 
neighborhood tumors. 

The symptom of chief importance is the visual 
disturbance. Usually this is more advanced in one 
eye than in the other. In at least 50 per cent of the 
cases seen by the author in the clinic, one eye was 
totally blind. 

Radiography is always necessary as an aid to diag- 
nosis and a guide to treatment. The primary intra- 
sellar group of tumors cause a characteristic deep 
cup-shaped excavation of the sella, but the posterior 
clinoid processes are atrophied and the sella appears 
elongated rather than deepened. The cysts and duct 
tumor may show sharp delineations from calcareous 
deposits. The sphenoid sinus may be partially or 
practically destroyed by the encroachment of the 
growth. In such cases a decompression alone will 
not be sufficient. The third ventricle will be outlined 

in the ventrilogram. 
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Glandular therapy is not of much value. In ad- 
vanced cases in which blindness is threatened, opera- 
tion should be done. 

In X-ray treatment the visual field is an index of 
the effectiveness of treatment. The author cites the 
case of a woman who had recurring visual and other 
disturbances after a subsellar decompression, but was 
cured by X-ray therapy. 

Supraseller lesions should be approached opera- 
tively by the frontal route. Several cases in which 
this was done are cited. 

The primary intrasellar type of tumor should be 
operated upon by the transphenoidal route. If a 
secondary operation is necessary, the transfrontal 
operation is indicated. There were no deaths in the 
author’s cases in which the transphenoidal opera- 
tion was done. The mortality of the transfrontal 
operation is given by others as 40 per cent. 

Cysts are difficult to deal with. If they are not 
totally extirpated they may refill. ; 

Vision has been improved in 75 per cent of the 
author’s cases. X-ray after-treatment should reduce 
the incidence of recurrences. 

Marcus H. Hosart, M.D. 


Lanman, T. H., and Smith, L. W.: Hypophyseal 
Duct Tumor in a Child of Ten. Surg., Gynec. & 
Obst., 1923, XXxvi, 361. 


To the thirty-eight cases of hypophyseal duct 
tumor reported by Jacobson in 1916, the seventeen 
reported by Duffy in 1920, and the three reported 
by Bailey in 1921, the authors add a case in which 
the symptoms at first led to a diagnosis of appen- 
dicitis. Subsequently, on the basis of X-ray findings 
in the brain, an operation was done for exploration 
and cerebellar decompression. The patient died 
shortly afterward. 

Autopsy revealed a tumor about the size of a large 
walnut lying between the olfactory nerves, beneath 
the optic chiasm and in the region of the infundib- 
ular stalk to which it appeared to be attached. The 
sella had undergone definite atrophy and destruction 
of its posterior wall. The tumor was cystic. It 
appeared to arise from the anterior portion of the 
pituitary gland and the space normally occupied by 
the third ventrical, occluding the foramen of Munro 
and causing the slight internal hydrocephalus which 
had been previously demonstrated by the X-ray. 
Its adamantinomatous appearance on microscopic 
examination suggested its origin from the hypo- 
physeal duct rests. Dennis W. Crite, M.D. 


Fracassi, T.: Spontaneous Meningeal Hzmor- 
rhage (Hemorragia meningea expontanea). Rev. 
méd. d. Rosario, 1922, xii, 395. 


The cause of spontaneous meningeal hemorrhage 
is probably some change in the blood vessels due to 
an acute inflammation, a true hemorrhagic meningo- 
encephalitis in which the syndrome of meningeal 
hemorrhage is dominant although at autopsy 
hemorrhagic foci may be found only in the cere- 
brum. The condition is often confused with others, 


and in two of the cases reported by Fracassi the 
patient had been treated for cerebrospinal menin- 
itis. 

Although Fracassi has been able to find only a few 
such cases reported in the Argentine medical litera- 
ture, he believes it occurs more frequently than js 
generally supposed. He gives the histories of cight 
cases which he has been able to collect in the past 
two years. These were cases of subarachnoid 
hemorrhage occurring spontaneously in persons 
apparently healthy or with ordinarily benign atfiec- 
tions in which there was no evident mechanical 
cause for the lesion such as epilepsy, the crisis of 
labor, etc. 

This type of hemorrhage occurs in youth or middle 
age, periods of life in which cerebral apoplexy is rare. 
The meningeal hemorrhage is primary, and although 
hemorrhagic foci are found on the cerebrum at 
autopsy, they are never in relation to the subarach- 
noid cavity. The symptoms in the majority of cases 
are typical, the condition being characterized by sud- 
denness of onset and the gravity of the clinical pic- 
ture. A person previously healthy is suddenly 
seized with an epileptiform attack or falls into coma. 
In other cases the attack begins with intense cephal- 
gia which cannot be overcome with analgesics or 
hypnotics, and after a few days symptoms of menin- 
geal irritation appear. Frequently there is brady- 
cardia due to cerebral compression preceded by 
tachycardia due to shock caused by the invasion of 
the subarachnoid space by blood. The diagnosis can 
be verified only by lumbar puncture. 

The prognosis is very unfavorable. In the author's 
cases the mortality was 25 per cent, but in those re- 
ported by others it was higher. The youngest patient 
in the author’s series was 19 years of age and the 
oldest 56 years. W. A. BRENNAN. 


Martyn, H. L.: The Operative Treatment of Septic 
Meningitis. Lancet, 1923, cciv, 485. 


Up to the time of Jenkins’ paper in 1922 on the 
successful operative treatment of septic meningitis 
occurring as a complication of aural suppuration, 
the condition was generally regarded as inevitably 
fatal. In the author’s opinion, Jenkins’ work is of 
great importance. Successful drainage of the in- 
fected area in the meninges is no more impossible 
than the successful operative treatment of peri- 
tonitis. The main difficulty is the early diagnosis 
and localization of a beginning meningitis. For suc- 
cessful operative treatment this must be done be- 
fore the appearance of the classical symptoms and 
signs of meningitis. Drowsiness, occipital head- 
ache, nuchal tenderness, slight rigidity, a moderate 
temperature, a comparatively slow pulse, absence 
of papilloeedema, and marked cerebrospinal-fluid 
changes are characteristic of cisterna infection. In 
contrast to these are the symptoms of infection over 
the tempero-sphenoidal lobe spreading through the 
roof of the middle ear, viz., irritability, vague head- 
ache, especially over the affected ear, a higher tem- 
perature with a proportionately rapid pulse, photo- 
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phobia, and but slight alteration in the cerebro- 
spinal fluid. 

The author agrees with Jenkins that the trans- 
labyrinthine route is the best for drainage of the 
cisterna pontis. In the case reported he drained the 
cisterna by a horizontal incision through the dura 
below the lateral sinus. This was done because there 
was no sign of labyrinthine involvement in spite of 
the stormy course after the mastoid operation. All 
the characteristic symptoms and signs of cisterna in- 
fection were present. The patient made a satis- 
factory recovery. STANLEY J. SEEGER, M.D. 


Walshe, F. M. R.: A Case of Secondary Carcinoma- 
tous Infiltration of the Pia Arachnoid of the 
Brain Presenting Exclusively Ocular Symptoms 
During Life: Meningitis Carcinomatosa. Brit. 
J. Ophih., 1923, vii, 113. 

Walshe reports a case of carcinomatous infiltra- 
tion of the pia arachnoid so fine that it was not 
evident to the naked eye and produced only ocular 
symptoms instead of the symptoms of acute men- 
ingitis. The patient complained of progressive failure 
of vision in the left eye, diplopia, and headache. A 
squint and blindness of the left eye developed. There 
was occasional difficulty in swallowing, but no nau- 
sea or vomiting. The patient lost weight. The left 
pupil reacted to accommodation but not to light. 

The postmortem examination showed the left ab- 
ducens nerve to be thickened and opaque. The pia 
arachnoid covering the ventral surface of the pons 
and the cranial nerves was thickened. This thicken- 
ing showed cubical-cell carcinoma. The growth was 
regarded as a secondary carcinoma from a primary 
adenocarcinoma in the alimentary tract which was 
not found. Vircit Wescott, M.D. 


Polonovski, M., and Duhot, E.: Glycemia and 
Glycorrhachia (Glycémia et glycorachie). Presse 
méd., Par., 1923, XXxi, 60. 

Normally, the sugar content of the cerebrospinal 
fluid is parallel with the sugar content of the blood. 
In experimental hyperglycemia produced by the in- 
jection of adrenalin a similar increase in sugar was 
found in the cerebrospinal fluid. Accordingly, it 
appears that there is an osmotic sugar equilibrium 
between the blood and the cerebrospinal fluid. As 
this was found in cases of diabetes but not in menin- 
geal inflammatory processes, it may be of value in 
the diagnosis of diseases of the nervous system and 
meninges. Loyat E. Davis, M.D. 


Foley, F. E. B.: Alternations in the Currents and 
Absorption of Cerebrospinal Fluid Following 
Salt Administration. Arch. Surg., 1923, vi, 587. 


The pressure of the cerebrospinal fluid and the 
bulk of the brain can be reduced by the administra- 
tion of hypertonic solutions intravenously or by the 
ingestion of salt. The diminution of brain volume 
does not wholly account for the lowering of the 
fluid pressure as the latter has been found to be due 
to a disturbance in the fluid-absorbing and fluid- 
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producing mechanisms associated with marked al- 
teration in the normal currents of fluid in the ventric- 
ular system and cerebrospinal spaces. 

In a review of the normal anatomy and physiology 
the author emphasizes the fact that the choroid 
plexuses are really extraventricular structures as 
they consist of masses of fine convoluted vessels 
lying outside the continuous layer of ependymal 
epithelium which thus becomes invaginated over 
them and excludes them from the ventricular cavi- 
ties proper very much as the peritoneal covering 
excludes the intestines from the peritoneal cavity. 

The extraventricular fluid spaces or subarachnoid 
space is made up of the irregular crevices formed by 
the irregularities of the brain surface and the space 
intervening between the brain and the skull. This 
space is lined by a continuous mesothelial mem- 
brane, the pia, on the side of the brain, and the 
arachnoid on the side of the skull. 

The main portion of the cerebrospinal fluid is a 
product of the choroid plexuses. In the subarachnoid 
space there is a second source of supply from the 
perivascular spaces surrounding the vessels of the 
brain substance. Under normal circumstances the 
flow is from brain substance to subarachnoid space. 

From the subarachnoid space the fluid is ab- 
sorbed into the dural sinuses along the arachnoid 
villi and along the sheaths of the cranial and spinal 
nerves, a stream which finally enters true lymphatic 
channels. 

After the administration of salt, investigations 
were made with regard to the volume of fluid ab- 
sorbed from the subarachnoid space and ventricles, 
or the ventricles alone, the accompanying pressure 
change, and the gross and microscopic identification 
of material precipitated from a foreign solution sup- 
plied to the subarachnoid space or ventricles. The 
salt was administered in a 30 per cent solution either 
intravenously or into an exposed loop of the duode- 
num. The animals were anesthetized with urethane. 

The experiments showed that salt administration 
establishes a new ratio between cerebrospinal fluid 
production and absorption pressures, resulting in de- 
creased tension of the fluid in the subarachnoid 
space and ventricles of the brain. 

The administration of salt induces the following 
changes in the mechanism of fluid absorption: (1) 
intraventricular absorption through the choroid 
plexus and ependyma; (2) absorption by the capil- 
laries of the brain substance with reversal of the 
flow of fluid in the perivascular spaces; (3) an in- 
creased rate of absorption along the sheaths of the 
cranial and spinal nerves; and (4) direct absorption 
into the vessels which traverse the subarachnoid 
space. 

The administration of salt causes alterations in 
the gross currents of the fluid which are incident to 
the changes in the mechanism of cerebrospinal fluid 
absorption described. Chief among these altera- 
tions in the currents of the fluid is reversal of the 


flow in the aqueduct and ventricular system. 
Morris H. Kann, M.D. 
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Bordoni, L.: Roentgen Treatment in Rebellious 
Trigeminal Neuralgia (La roentgenterapia nelle 
neuralgie ribelli del trigemino). L’Actinoterapia, 
1922, ii, 381. 

The author treated eight cases of rebellious tri- 
geminal neuralgia with the X-rays and in six ob- 
tained a cure. In only one case was the result neg- 
ative. 

Roentgen treatment acts by freeing the nerve 
from the infiltrations compressing it and stimulating 
the circulation of the blood by producing a hy- 
peremia. 

In the opinion of some authors, there is a direct 
action upon the nerve itself, but Bordoni believes 
this is doubtful because of the resistance of nerve 
tissue to the X-rays. 

When the curative effect of the X-ray is slight, 
it is probable that the condition is interstitial neuri- 
tis or due to perineural fibrosis. 

If roentgenotherapy is not successful, its use does 
not contra-indicate surgical or other treatment. 

W. A. BRENNAN. 


PERIPHERAL NERVES 


Saito, M.: Regeneration of the Peripheral Nerves in 
Adults (Zur Frage der Regeneration der peripheren 
Nerven des erwachsenen Menschen). Arb. a. d. 
neurol. Inst. d. Wiener Univ., 1922, xxiv, 85. 


The author reports the results of histologic inves- 
tigations made on a series of nerve cicatrices due to 
gunshot injuries. Some of the sections were stained 
with acid fuchsin light green according to the tech- 
nique of Alzheimer, and others by the method of 
Bielschowsky. 

In the constricting fibers of Buengner fine granules 
were found which infiltrated the fibers longitudinally. 
From these acidophile granules filamentous forma- 
tions extended which were surrounded by a sheath 
derived from the plasma of the cells. The Buengner 
constricting fibers were regarded as derivatives of 
the sheath cells of Schwann rather than connective- 
tissue cells. They are ectodermal formations, a kind 
of peripheral glia cells and, like the glia cells, can 
form fibrils. 

It is impossible to say definitely whether the new 
axis cylinder arises from these formations directly or 
whether the latter merely furnish the material for 
its construction. No one today denies the sprouting 
of the fibers from the center, but it is certain that the 
growing fibers can be formed only if material from 
the surroundings is supplied them. Consequently 
both factors are necessary—the emerging fibers and 
the sheath cells of Schwann. 

In addition to the acidophile granules, there are 
also basophiles which, according to their behavior 
toward different dyes, must be designated as lipoid 
granules. It is possible that these are the preliminary 
stage of medulla formation. In that case, the 


Buengner constricting fibers would also take part in 
the formation of the medullary sheath. 
Moszkowicz (Z). 
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SYMPATHETIC NERVES 


Bruening, F.: The Trophic Function of the Sym- 

pathetic Nerves (Die trophische Funktion der 

——— Nerven). Klin. Wehnschr., 1923, ii, 

Bruening states that the trophic disturbances foi- 
lowing a nerve injury are due to irritation exerted 
by the resulting neuroma which acts on the sym- 
pathetic fibers coursing with the spinal nerves. 
After operative removal of the neuroma the trophic 
injuries heal in a very short time. The same result 
is achieved by interrupting the conduction of the 
irritation by peri-arterial sympathectomy. Bruen- 
ing recently observed a case in which, following this 
operation, there was a lowering of the tone of the 
sympathetic nervous system, not only peripherally 
from the site of the operation, but also in the regions 
lying central to it. As a result of the interruption 
of the main conduction of the irritation in the sym- 
pathetic nerve, the tone was lowered in the entire 
extremity. 

According to Leriche, the cause of vasomotor- 
trophic disturbances is the formation of small neuro- 
mata in the sympathetic nerve fibers similar to those 
which appear occasionally after injuries of the lower 
extremities without injury of the larger nerve stems. 
It is possible that the neuromata repeatedly found 
in the appendix are the cause of all the symptoms, 
and that a similar irritation giving rise to the forma- 
tion of postoperative ulcers is produced in the sym- 
pathetic nerves by operative cicatrices in the stom- 
ach or intestine. Section of the sympathetic nerve 
leads to hypertrophy, and the latter condition often 
results also from neurofibromatosis. 

Bruening summarizes as follows: 

An abnormal increase in the tone of the sympa- 
thetic nerve leads to degeneration of tissue; a decrease 
acts in the sense of a regeneration of tissue; and 
elimination or an extensive reduction leads to hyper- 
trophy. BERNARD (Z). 


Montgomery, M. L.: The Effect of the Ablation of 
the Superior Cervical Sympathetic Ganglia 
upon the Continuance of Life. Endocrinology. 
1923, Vii, 74. 

In his investigations the author used three types 
of animals, namely, rats, rabbits, and cats. The rats 
were of young, healthy stock, especially selected. 
The rabbits and cats varied considerably in age. 
The operative work was done during the months of 
February and March, 1921. 

After exposure of the upper portion of the vago- 
sympathetic chain the sympathetic was carefully 
separated from the vagus in the cephalic direction 
until the superior ganglion was reached. This gang- 
lion was then separated from the adjoining vagus 
ganglion. In effecting the separation considerable 
difficulty was experienced in the cats as in these 
animals the two ganglionic bodies are intimately as- 
sociated. In the rats this association is less intimate, 
and in rabbits the bodies are distinctly separated. 
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SUMMARY OF EXPERIMENTS 


Days 
Sympathetic | between 
ganglionic | opera- 
Age tissue; [tion and 

histologic | sacrifice 
examination of 
animals 


“Para- 
doxical”’ 
eye reflex 
test 


Condition 
of lungs 


present No. 
present examination 


No | 
examination | examination 


117 days No | 
examination 


absent 
absent 


absent No No | 
absent examination | examination 


absent 
absent 


absent No. No. 
absent examination |examination 


absent No | 
absent examination 


absent No | No | 
absent examination | examination 


absent No No | 
absent examination | examination 


absent Consolidated 
absent areas right 
lung 


120 days 


120 days 


too days 


No . 
examination | examination 


100 days 


100 days No | 
examination 


107 days 


107 days 


Young Positive 


female 


absent Positive 


absent 


doubtful* 
absent 


Cat Male 
103 I year 


Normal 


Cat Six Normal Positive 


104 mos. 


Cat Eight 
105 mos. 


Congestion No | 
lower half | examination 
both lungs 


Normal R: positive 


L: blind 


no exam. 
no exam. 


Cat Old 
106 animal 


Cat Old 
107 animal 


Rabbit | Old 
I animal 


absent 
absent 


absent Normal Negative 


absent 


Positive 


Congestion 
and aeria- 
tion upper 
right lung 


present 
present 


absent Positive 


absent 


absent 
absent 


Rabbit | Youn, Normal 
2 


anima 


Young Normal Positive 


animal 


Rabbit 
3 


absent 30 Normal Positive 


absent 


Young 
animal 


Rabbit 
4 


*A group of nerve cells were found whose connections were doubtful 
though the examination seemed to indicate that they were vagal rather 
than sympathetic. 


After the separation had been effected the dissection 
was carried farther cephalad until the upper sym- 
pathetic roots were found. These fibers were then 
carefully pulled loose from their cephalic attach- 
ments, the sympathetic nerve was carefully sectioned 
about 1 cm. below the ganglion, and the ganglion 
removed. 

After the operation the animals were permitted to 
live for a period of two weeks to two months. They 
were then killed and examined. Especial attention 
was given to the lungs, and to an examination with 
the binocular microscope of the region of operation 


to determine whether any ganglionic tissue remained. 
The carotid artery and vagus nerve were then picked 
up and sectioned well below the region of the vagus 
ganglion. Dissection of these structures, together 
with the surrounding connective tissue, was carefully 
carried to the base of the cranium, from which all 
connective tissue was loosened. The carotid and 
vagus were cut as they entered the cranium, the tis- 
sue being then removed and fixed in 10 per cent 
formol. Microscopic examination was made of all 
the animals reported except one. This showed com- 
plete ablation of the ganglia from seven rats, four 
cats, and three rabbits, all of which survived. With 
the exception of Cats 102 and ros and Rabbit 1, 
the lungs of all of these animals were normal. 

The fact that these animals survived complete 
removal of the ganglia argues against the conclusion 
that these bodies have an endocrine function essen- 
tial to the continuance of life. 

The embryological development of the superior 
cervical sympathetic ganglia does not seem toset them 
apart from the rest of the sympathetic system as 
organs which might possibly have an obscure endo- 
crine function. Cart R. SternkE, M.D. 


Bruening, F.: Angiospasm in the Pathogenesis 
of Vasomotor-Trophic Neuroses: Further Ex- 
periences with Peri-Arterial Sympathectomy 
(Der Angiospasmus in der Pathogenese der vaso- 
motorisch-tropischen Neurosen: Weitere Erfah- 
rungen mit der periarteriellen Sympathektomie). 
Deutsche med. Wchnschr., 1922, xlviii, 1572. 


It is not yet known how far upward the vaso- 
motor-trophic neuroses of angiospasm extend; noth- 
ing has yet been proved save the transitory contrac- 
tion of the radial artery and the arterioles and 
capillaries. Bruening found from operations that 
the angiospasm in the arm extends high up, at least 
to the union of the brachial and axillary arteries. 

He reports three cases of his own, in which opera- 
tion was performed: 

Case 1. This was a case of a borderline condition 
between Raynaud’s disease, scleroderma, and acro- 
paresthesia of the right hand. The patient was a 
woman 47 years old. Operation relieved the pain 
and improved the trophoneurotic symptoms so that 
the patient was able to resume handicraft work. 

Case 2. This was a case of scleroderma involving 
both hands of a woman 57 years old. Operation 
relieved the pain and improved the trophoneurotic 
symptoms, so that the patient could write again. 

Case 3. In this case there was beginning tropho- 
neurotic gangrene in the toes of both feet, partic- 
ularly the left foot, with spastic paraparesis due to 
transverse inflammation of the spinal cord following 
tuberculous spondylitis. The patient was a man 
23 years old. Operation brought retrogression of 
the trophoneurotic disturbances, especially the gan- 
grene. 

In all three cases, as also in one other case of 
Raynaud’s disease reported by Kuemmell and 
Lotzsch, operation showed the brachial or femoral 
artery to be unusually narrow and the peri-arterial 
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sympathectomy resulted in cure or improvement. 

In the author’s opinion, the extraordinarily small 
caliber of the main artery is not a congenital vas- 
cular anomaly, but due to a contraction (spasm) of 
the vessel, which in the diseases under discussion 
extends to the uppermost portion of the main artery 
of the extremity. As the removal of the peri-artic- 
ular sympathetic nerve plexus will cause this spasm 
to disappear after a preliminary increase in intensity, 
we may look upon it as the result of irritation in the 
sympathetic nervous system. The angiospasm in 
Raynaud’s disease, however, cannot be considered 
the disease itself; it is only its most important symp- 
tom, but its removal may bring about great im- 
provement and possibly a cure. The basic disease 
is an abnormal increase in the tonus of the sym- 
pathetic nervous system. 

With regard to the indications for sympathectomy 
the author makes the following statements: 

1. Success may be expected from the operation 
in all cases of vasomotor-trophic neuroses accom- 
panied by angiospastic conditions. 

2. A temporary good result may be expected in 
angiospastic conditions (vascular crises) in the pre- 
sclerotic stage of arteriosclerotic gangrene and inter- 
mittent claudication. 

3. The operation is perhaps relatively indicated 
in gangrenous frostbite and endarteritic gangrene 
and their sequela, inasmuch as the postoperative 
hyperemia favors nutrition. 

4. When there is trophic damage to the tissues 
following nerve injuries, it is indicated if it is im- 
possible to allay the irritation of the sympathetic 
nervous system by other operative measures such 
as neurolysis, nerve resection, etc. 

5. It is contra-indicated in sclerotic and diabetic 
gangrene. 
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In the three cases operated upon by the author a 
cure was obtained in the first and third, and in the 
second, in which severe secondary changes had al- 
ready appeared, there was marked improvement. 
Particularly remarkable was the prompt cessation 
of the pain in the first case. 

The results of operation clearly demonstrate that 
the factor responsible for the vasomotor-trophic dis- 
turbance is less a deficiency in nerve function than 
an increased irritability of the nervous system. 

The operation must be performed as high as pos- 
sible. In vasomotor-trophic disturbance following 
injury it should be done above the site of injury. 
The artery must be well isolated for about 8 cm. 
Small branches of the artery, the division of which 
is unavoidable, should not be divided close to their 
exit from the main artery. Larger lateral branches 
can always be avoided. Sonntac (Z). 


Florescu, A.: Observations on a Case of Peri- 
Arterial Sympathectomy (Einige Betrachtungen 
ueber einen Fall periarterieller Sympathektomie). 
Clujul med., 1922, ili, 279. 

In the case reported, a case of endarteritis obliter- 
ans with gangrene of the foot, the femoral artery 
appeared on exposure as a hard, pulseless cord. 
Peri-arterial sympathectomy was done according to 
the method of Leriche, but the gangrene progressed. 
When the thigh was amputated in its upper third six 
days after the first operation, a severe spurting 
hemorrhage occurred from the femoral arteries. 

For the treatment of tuberculosis of the bones and 
joints the author suggests the production of an 
active hyperemia of the affected parts by peri-arte- 
rial sympathectomy, iodine, light baths, and helio- 
therapy supplemented by passive hyperemia in- 
duced by Bier’s method. Sraut (Z). 
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ABDOMINAL WALL AND PERITONEUM 


Ranzi, E.: The Physiology and Pathology of the 
Peritoneum (Ueber Physiologie und Pathologie 
des Peritoneums). Wien. med. Wehuschr., 1922, 
Ixxii, 1479, 1547- 

The author no longer gives injections of nucleic 
acid to increase the bactericidal power of the perito- 
neum, as suggested by von Mikulicz. For the pre- 
vention of postoperative adhesions he advises 
gentleness at operation, avoidance of injury to the 
serosa, careful peritonization, effective control of 
bleeding, and stimulation of peristalsis after the 
operation. In peritonitis the cause must be removed 
if possible: the vermiform appendix always, a dis- 
eased gall-bladder usually, and if the patient’s con- 
dition permits, a perforated peptic ulcer, which 
under other circumstances might be sutured and 
closed off by gastro-enterostomy. Irrigation is to be 
employed only when the peritonitis seems to involve 
the entire abdominal cavity. 

Of the greatest importance in the management of 
peritonitis is operation at the earliest possible 
moment. In many cases the establishment of an 
intestinal fistula is benefictal. The use of tampons 
has been abandoned. Drainage tubes are inserted 
only when a severely infected area is found at the 
site of the primary perforation. When intraperi- 
toneal hemorrhage has occurred, the blood is re- 
moved, filtered through gauze, and after the addi- 
tion of a 2 per cent solution of sodium citrate, is 
injected into a vein in the arm. SLAZER (Z). 


Costain, W. A.: Lymphaticostomy in Peritonitis. 
Surg., Gynec. & Obst., 1923, XXxxvi, 365. 

Treatment of septic and purulent peritonitis by 
drainage of the thoracic lymph duct in the neck is 
apparently curative. The author first produced in 
dogs a uniformly fatal peritonitis by ligating the 
appendix and meso-appendix, thereby producing 
gangrene. Twenty-four hours later he sectioned 
and drained the thoracic duct at the neck. Recov- 
ery resulted in seven days. The operation was fol- 
lowed by recovery also in the case of a g-year-old 
girl with diffuse pneumococcic peritonitis. 

The damage done the thoracic duct by the opera- 
tion was overcome by the establishment of a collat- 
eral flow of lymph. 

Experimentation demonstrated that in peritonitis 
a fatal absorption occurs through the thoracic duct. 
It not only proved this fact, but it disproved a fatal 
absorption through the subperitoneal capillaries or 
through the diaphragmatic lymphatics to the an- 
terior mediastinal lymphatics and the right lym- 
phatic duct. It showed, moreover, perhaps the most 
extraordinary fact of all, that when a fatal absorp- 
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tion is overcome, the peritoneal cavity is capable of 
looking after such a formidable structure as a 
necrotic appendix. 

In the dogs operated upon by the method described 
the pus remaining in the peritoneal cavity dis- 
appeared without abdominal drainage and without 
apparent pocketing. The manner in which this was 
affected is a matter of conjecture. 

Oscar E. M.D. 


GASTRO-INTESTINAL TRACT 


Kopeloff, N.: Is the Stomach a Focus of Infection? 
Med. Press, 1923, N.S. CXV, 154. 


Kopeloff states that the stomach should not be 
regarded as a possible focus of infection. In his 
investigation, repeated analyses by the Rehfuss 
method in the same case yielded different curves, 
and there was little constancy in the bacterial 
species. He found that there is no correlation be- 
tween the degree of acidity and the species or num- 
bers of bacteria found. In the absence of gastric 
lesions, the most important factor influencing the 
bacterial content of the stomach is swallowed saliva. 
The bacterial content of the food ingested is also of 
importance. Ben N. Wape, M.D. 


Bennett, T. I.: The Modification of Gastric Func- 
tion by Means of Drugs. Brit. M.J., 1923, i, 366. 


By careful experimental work on normal persons 
Bennett found that only a very limited number of 
drugs exert a definite action on gastric function. 
This is in direct contrast to the enormous number 
of drugs and remedies which have been used in gas- 
tric disorders. Objective proof of the action of 
most of them has not been shown, and modern text- 
books of pharmacology contain few references to 
drugs which will modify gastric secretion. It has 
been only recently that experimental work has 
cleared up many of the errors and traditional beliefs 
of the earlier writers. 

Bennett found that atropine sulphate diminishes 
gastric secretion and is most effective when given 
by mouth, well diluted with water. When given 
hypodermically, its action is not so constant or 
effective. Atropine also delays gastric emptying 
and prevents reflex gastric spasm. Its local effect 
on the gastric mucosa is as definite as its action on 
the conjunctiva. 

To increase gastric secretion pilocarpine was used 
in the author’s experimental work, but its action 
was inconstant. Moreover, it produced salivation, 
and the saliva, when swallowed, had a diluting effect 
on the stomach contents sufficient to reduce the 
acidity below its normal figure. 
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The drugs affecting gastric secretion after its 
evolution are those which neutralize acid secretion 
and those replacing a deficiency of hydrochloric 
acid. The effects of the alkalies are markedly in- 
fluenced by the time of their administration. When 
sodium bicarbonate is given before the ingestion of 
food it is rapidly neutralized, and after the meal 
there is an actual increase in the secretion of hydro- 
chloric acid. 

When sodium bicarbonate is given after a meal 
the acid already secreted is fully neutralized and 
there is a period of neutrality lasting nearly an 
hour. Subsequently, however, there is a rapid rise 
in the gastric acidity to its usual level. Bennett’s 
observations lead him to conclude that sodium bi- 
carbonate has a tendency to excite the gastric 
mucosa to increased secretion, and that this effect 
more than counterbalances its neutralizing action. 
Magnesium oxide and bismuth oxycarbonate have 
a far less stimulating effect than sodium bicarbonate 
and much greater neutralizing power. The proper 
time to give these drugs in cases of hyperacidity is 
after the ingestion of food. Sodium bicarbonate is 
of most value in the unusual type of case in which 
there is an excess of mucous secretion and little or 
no hydrochloric acid. 

In cases of deficiency of hydrochloric acid, large 
quantities of this drug must be given. Small doses, 
such as those usually prescribed, have no more than 
a psychic effect. Bitters do not increase the hydro- 
chloric acid. 

Among the drugs affecting gastric motility, atro- 
pine was found to delay gastric emptying and to 
prevent or relax gastric spasm. Strychnine given 
in very small doses increases gastric peristalsis and 
causes the stomach to empty more rapidly than 
normally. When given in larger doses, however, it 
first produces violent peristaltic waves and pyloro- 
spasm which delay emptying. Adrenalin was 
found to have no action on the stomach whatever, 
whether given in large doses by mouth or hypo- 
dermically. Ben N. Wane, M.D. 


Matheson, A. R., and Ammon, S. E.: Observa- 
tions on the Effect of Histamine on Human 
Gastric Secretion. Lancet, 1923, cciv, 482. 


The authors made careful observations on the ac- 
tion of small doses of histamine on the gastric se- 
cretion of twelve hospital patients who were normal 
so far as gastric complaints were concerned. The 
one-hour test meal was employed to compare the 
nature of the gastric response to a constant test 
meal (tea and toast) with the histamine response. 
The fasting stomachs were first emptied of their 
overnight secretions by means of a Rehfuss tube. 
Ten and twenty minutes later, aspiration of the 
entire stomach contents was again performed to de- 
termine the rate and nature of the “‘resting”’ secre- 
tion. Five minutes later a dose of histamine was 
given hypodermically, and after this the stomach 
contents were completely aspirated at ten-minute 
intervals beginning five minutes after the injection, 
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until the secretion had either ceased or returned to 
normal. The preparetion of histamine used was 
ergamine acid phosphate. This was dissolved jn 
water so that 1 c.cm. of the solution contained 1.5 
mgm. of the salt. Fresh preparations were used to 
guard against deterioration. The gastric contents 
obtained were measured and examined for total acid- 
ity, free hydrochloric acid, pepsin, mucus, and bile. 

The amount of gastric juice secreted in a given 
time, the total acidity, and the free hydrochloric 
acid all showed an increase after the administration 
of histamine. This began within fifteen minutes and 
reached a maximum within a half-hour. The de- 
cline from the maximum was more gradual than the 
rise. The free and total hydrochloric acid curves 
are parallel in their course. The maximum acidity 
varied, ranging from 75 to 125. 

The peptic curve followed the secretion and acidity 
curves but was less regular. It reached its maximum 
in a shorter time than either the acidity or the rate 
of secretion. 

Mucus was found in abundance before the injec- 
tion of histamine, but disappeared rapidly soon after- 
ward. It is possible that the absence or neutralizing 
effect of the mucus is an important factor in the 
great rise of the acidity. Bile was found infrequently. 

Histamine has a vasodilating action and shortly 
after its injection produces an intense flushing of the 
face. It has no other apparent action, however, as 
it causes no other symptoms. 

From these observations the authors conclude that 
histamine has a definite action in exciting the secre- 
tion of gastric juice, and that it may be employed 
for this purpose as a therapeutic agent or to deter- 
mine the state of the gastric secretory function. 
BEN N. Wane, M.D. 


Pinard, M.: Syphilis of the Stomach (Syphilis 
gastrique). Bruxelles méd., 1923, iii, 380. 


Syphilis of the stomach is frequently overlooked. 
The author saw nine cases in a little over a year. 
Anatomically the lesion is usually a diffuse gastritis, 
but there may be a localized gumma surrounded by 
more or less diffuse infiltration. The edges of the 
ulcer in the mucosa and submucosa are thick and 
hard and its base is covered with a sticky yellow 
material. The ulcer may become healed, or per- 
forate and cause adhesions to neighboring organs, 
or cause pyloric obstruction or hour-glass stomach 
by cicatricial contraction. 

In the author’s opinion syphilitic ulcer is the most 
common stomach ulcer, but the least often recog- 
nized. A period of gastric disturbance is followed 
by haemorrhage, vomiting, pain in the back and 
chest, great loss of weight, deterioration of the gen- 
eral health, and night pains. Often the hemorrhage 
is severe. 

Four forms of gastric syphilis are distinguished 
clinically: (1) that with tumor, (2) that with chronic 
gastritis, (3) that with pyloric obstruction, and (4) 
that with hour-glass stomach. 

SPEED, M.D. 
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Schur, H.: The Origin of ‘‘Hunger Pains’? and 
Their Significance in the Diagnosis of Ulcer 
(Die Genese der ‘Hungerschmerzen” und ihre 
Bedeutung fuer die Ulcusdiagnose). Wien. klin. 
Wehnschr., 1922, xxxv, 684. 


Schur denies the existence of so-called “hyper- 
acidity neuroses.” ‘‘Hyperacidity pains,” he be- 
lieves, are ulcer pains, and their cause is the in- 
flammatory change which, at operation, he has been 
able to observe frequently in the neighborhood of an 
ulcer. The impulses producing these pains are 
contractions of the muscles surrounding the in- 
flamed area. The hydrochloric acid in the stomach 
is not a factor as the pains do not coincide with 
the high level of gastric acidity. In summing up, 
Schur states that hunger pains demonstrate the lo- 
calization of an inflammatory affection in the region 
of the pylorus and when they are periodical prove 
that this affection is an ulcer. PorcEs (Z). 


Hunt, E. L.: Leiomyoma of the Stomach, with 
the Report of a Case. Boston M.& S.J., 1923, 
clxxxviii, 349. 


According to Mallory, the term “leiomyoma” 
means a slowly growing tumor made up of smooth 
muscle fibers. When mitotic figures, which indi- 
cate fairly rapid growth are present, the tumor is 
a “leiomyosarcoma.” In 1919, in an exhaustive 
search of the literature, Nassetti found the reports 
of 140 myomatous tumors of the stomach. Of this 
number, the relatively benign myomatous tumors 
constituted less than one-third. 

In a review of the literature since 1919 Hunt found 
only nine cases. These he summarizes briefly. His 
own case was that of a man 30 years of age who 
was admitted to the hospital complaining of heart- 
burn of two months’ duration and with a history of 
an attack of hematemesis and melena eight months 
previously and an attack of acute indigestion three 
months previously. Examination revealed a severe 
secondary anemia. Blood was found in the stools. 
The X-ray showed an irregular duodenal cap and a 
persistent vacuole on the duodenal border. Two 
transfusions were given, and a diagnosis of duodenal 
ulcer was made. At operation, a smooth mass, the 
size of a lemon, was found just above the pylorus. 
This extended under the liver and was adherent to 
the first part of the duodenum. A pylorectomy 
followed by a posterior gastrojejunostomy was done. 
Convalescence was rapid. After the operation the 
X-ray demonstrated a functional stoma, but ex- 
amination eleven months later revealed a rounded 
tumor in the epigastrium the size of an egg. This 
was interpreted as a recurrence, and a second opera- 
tion was advised but was refused by the patient. 

In general, these tumors are characterized by a 
circumscribed growth of smooth muscle cells, the 
increase in size distorting their relations until they 
push outward beneath the serosa or inward beneath 
the mucosa. Their most common location is the 
greater curvature or near the pylorus, but they 
may occur at any point in the stomach. The in- 
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cidence of the subserous and submucous types is 
about the same, and either may be sessile or pedun- 
culated. In the submucous type particularly, 
secondary changes such as hemorrhage, ulceration, 
and cyst formation, are common. 

The gross specimen in the author’s case consisted of 


‘an ovoid mass, the shape of a uterus, which was 


adherent to the pylorus and the first part of the 
duodenum, extended into the gastrocolic omentum, 
and projected into the lumen of the duodenum by a 
rounded nodule, the central portion of which was 
ulcerated away, this accounting for the persistent 
vacuole shown by the X-ray. In consistency it 
resembled a uterine myoma and on cut section was 
firm and showed bands and whorls of fibers. The 
microscope demonstrated bundles of spindle cells 
which in general were thicker and had larger nuclei 
than those of normal gastro-intestinal muscle. No 
regular mitotic figures were found. The fibrous 
stroma was scanty. The pathologic diagnosis was 
leiomyoma. 

The author concedes that the clinical diagnosis of 
leiomyoma of the stomach is seldom possible, but 
he believes that the condition should be recognized 
in a certain percentage of cases. In a table he gives 
the relative frequency of the various symptoms 
which may be produced by mechanical, ulcerative, 
or toxic causes. Twelve per cent of these tumors 
are silent and are recognized only at autopsy. 
Forty-five per cent are palpable. Pain related to 
meals is present in 50 per cent of the cases. In 22 
per cent there is dyspepsia, and in 42 per cent 
evidences of hemorrhage and secondary anemia are 
noted. The X-ray may show an extrusion defect, an 
hour-glass constriction, interference with peristalsis, 
incisura, cardiospasm, or hyperperistalsis with an 
eight-hour residue. 

In eight of the ten cases reviewed by the author 
complete recovery resulted. In one, perforation 
occurred, and in the author’s case a recurrence 
developed. Early operation offers an excellent 
prospect of cure. If operation is delayed there is 
danger of hemorrhage, perforation, or recurrence. 

Dennis H. Ketty, M.D. 


Ramond, F., and Zizine, P.: A Search for Auto- 
lytic Products Applied to the Early Diagnosis 
of Gastric Cancer (Application au diagnostic 
précoce du cancer gastrique de la recherche des 
produits autolytiques). Bull. et mém. Soc. méd. d. 
hép. de Par., 1923, xlvii, 196. 

Histologic examination of cancerous tissue shows 
that the neoplastic cell has only transient vitality, 
quickly undergoing autolytic disintegration. The 
ordinary products of autolytic degeneration are to be 
found in the blood and urine. Several investigations 
have demonstrated that such products are princi- 
pally amines. The authors have proved that they 
also include polypeptids which form the stage be- 
tween the peptid and amine. The authors sought 
for these substances in the blood, especially the 


serum. 
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In tabular form are given the findings in the cases 
of non-cancerous persons and seventeen cancerous 
patients. In the cases of cancer all the nitrogenous 
substances in the blood and urine were increased, a 
fact indicating an increase of the nitrogen metabo- 
lism, due chiefly, the authors believe, to the auto- 
lytic process. This process occurs also in cases of 
rapid emaciation, acidosis, and other conditions, but 
whenever cancer is suspected it will be easy to elim- 
inate the other conditions. On the basis of such find- 
ings in three doubtful cases, the authors were able to 
make a diagnosis of gastric cancer which was con- 
firmed at operation. W. A. BRENNAN. 


Haden, R. L., and Orr, T. G.: Chemical Changes 
in the Blood of the Dog After Pyloric Obstruc- 
tion. J. Exper. Med., 1923, xxxvii, 377. 

The authors report chemical studies of the blood 
and urine of four dogs following pyloric obstruction. 
These confirm the observation made by other workers 
that there is a fall in the chlorides and a rise in the 
carbon-dioxide combining power of the plasma. 
There is also a marked rise in the non-protein nitro- 
gen of the blood, consisting mainly of urea nitrogen 
and undetermined nitrogen. 

The fall in chlorides is not due to the loss of 
chlorides in the gastric juice; the chlorine probably 
becomes bound in the process of protein destruc- 
tion. 

There is a close relation between the fall in chlo- 
rides and the protein destruction. 

A study of tetany should include the protein 
metabolism as well as that of the inorganic salts, 
since it is possible that tetany is due to protein split 
products rather than to alkalosis. 

The chemical changes following pyloric obstruc- 
tion are essentially the same as those following high 
intestinal obstruction. SAMUEL Kaun, M.D. 


Haden, R. L., and Orr, T. G.: Chemical Changes 
in the Blood of the Dog After Intestinal Ob- 
struction. J. Exper. Med., 1923, xxxvii, 365. 


The authors report a study of the non-protein 
nitrogen, urea nitrogen, uric acid, creatinine, amino- 
acid nitrogen, sugar, and chlorides of the blood, and 
the carbon-dioxide combining power of the plasma 
in normal dogs and those which had had some type 
of intestinal obstruction. 

Ligation of the duodenum, ligation of the duo- 
denum with gastro-enterostomy, and ligation of the 
upper half of the ileum are followed by a fall in the 
chlorides, a rise in the non-protein nitrogen and 
urea nitrogen of the blood, and a rise in the carbon- 
dioxide combining power of the plasma. The uric 
acid, creatinine, amino-acid nitrogen, and sugar 
show no significant changes. The fundamental 
change is a fall in the chlorides followed by alkalosis. 
The degree of alkalosis depends upon the rate of 
formation of carbonate, the rate of excretion by 
the kidneys, and the extent of neutralization of the 
carbonate by acid bodies formed during the intoxica- 
tion. 
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The fall in chlorides is probably due to utilization 
of the chlorine ion in the course of the intoxication, 
It is suggested that this use of chlorine is a protective 
measure on the part of the body. 

There are indications that high intestinal obstruc- 
tion should not be treated by the administration of 
alkalies. 

The urea nitrogen is a good index of the protein 
destruction. 

Ligation of the ileum at the ileocecal valve is fol- 
lowed by little increase in the nitrogen and no change 
in the chlorides or the carbon-dioxide combining 
power of the plasma. 

The close similarity of the blood findings in intes- 
tinal obstruction, lobar pneumonia, and serum dis- 
ease suggests that these different conditions may 
have a common chemical basis. 

SAMUEL Kaun, M.D. 


Fischer, A.: The Typical Forms of Late Obstruc- 
tion of the Small Intestine Following Suppura- 
tive Appendicitis (Ueber die typischen Formen 
der nach eitrigen Appendicitiden entstandenen 
spaeteren Duenndarmilel). Gyégydszat, 1922, xlix 664. 


The author calls attention to the important part 
played by the lowest coil of the ileum in the origin of 
late obstruction following acute appendicitis. In 
five of seven such cases he found the following typ- 
ical changes: (1) thickening of the serosa and rigidity 
of the entire intestinal wall, (2) shrinkage of the cor- 
responding mesentery, and (3) the presence of band- 
like pseudoligaments. These changes had caused 
volvulus and strangulation. 

In every case the author resected the twisted por- 
tion of intestine and made an anastomosis between 
the ileum and transverse colon. A cure resulted in 
every instance. Fischer believes a resection should 
be done even when the intestine does not show 
necrosis, as otherwise the volvulus may recur. 

Von LopMAYER (Z). 


Meulengracht, E.: Two New Cases of Strictures of 
the Small Intestine with Pernicious Anemia 
(Zwei neue Faelle von Duenndarmstrikturen mit 
pernizioeser Anaemie). Ugesk. f. Leger, 1922, 
Ixxxiv, 1401. 

To the cases of intestinal stricture with pernicious 
anemia which he reported in 1920, the author adds 
two others. The first was that of a 64-year-old 
woman with three strictures of a tuberculous nature, 
who died twelve hours after the resection, and the 
other that of a man of 52 years with an intestinal 
stenosis, apparently of cicatricial nature, which 
developed after numerous laparotomies. 

The associated anemia Meulengracht regards as 
a disease picture worthy of study. He believes it 
should be interpreted as an intoxication anemia due 
to the direct action or the products of bacteria, or 
to the absorption by the dilated, inflamed, and in- 
fected segment of intestine of substances which 
under normal conditions would not pass through 
the intestinal mucous membrane. Draunt (Z). 
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Symonds, C.: The Therapeutic Value of Vomiting 
in Intestinal Obstruction. Practitioner, 1923, 
CX, 205. 

The free administration of fluids, principally 
water, in suspected intestinal obstruction or acute 
appendicitis is sound practice. 

After operation, vomiting should be encouraged, 
especially in advanced cases, until the rejected mate- 
rial is free from bile. 

When hiccough is present and vomiting does not 
follow the free use of fluids, the stomach should be 
washed out every four hours in severe cases and two 
or three times daily in the others. 

The injured bowel will maintain obstruction for 
from two to four days. During this period the best 
treatment is the encouragement of vomiting. 

The reflexes should be allowed to come into opera- 
tion as soon as possible by omitting the pre-operative 
dose of morphine, by performing the operation as 
quickly as possible and under minimum anesthesia, 
and by withholding morphine until the rejected 
material is free from bile. 

When free vomiting has occurred, the symptoms 
of toxemia are absent and therefore the prospects 
of recovery after operation are greatly increased. 

SAMUEL Kaun, M.D. 


Abbott, C. R., and Hunt, E. L.: Intestinal Obstruc- 
tion by Gall-Stones. Boston M. & S. J., 1923, 
clxxxvili, 390. 

Gall-stones escaping into the small intestine 
through a perforation of the gall-bladder may be 
large enough to block the progress of the contents of 
the alimentary canal at the time of their escape or 
may cause such obstruction after they have become 
larger from accretion. Obstruction caused by true 
fecoliths is very unusual. The most common site 
for the arrest of a gall-stone is the jejunum. 

Enteroliths may induce sudden acute obstruction, 
or if too smal] for this, inflammation, ulceration, and 
perforation. Ifa large stone is present, the intestinal 
walls above become dilated by the accumulation of 
intestinal contents at the point of obstruction. This 
is followed by hypertrophy with impairment of the 
circulation which causes inflammation and ulcera- 
tion, especially in the mucous membrane. 

The clinical picture is that of acute or chronic 
obstruction of the small intestine. Stones that reach 
the colon seldom cause obstruction. 

A barium-meal examination should not be at- 
tempted i there is any question of acute obstruction. 

The patients are advanced in years and usually 
give a history of previous gall-bladder disease and 
atypical indigestion. 

In the acute obstructive stage the onset is more 
or less sudden and characterized by vomiting which 
becomes more frequent and by the development of 
colicky pain in the umbilical region. The onset of 
the toxic stage varies according to the size of the 
stone, its rate of travel, and the completeness and 
the site of the obstruction. The h’gher the obstruc- 
tion, the more violent the symptoms. Other symp- 
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toms are continuous pain and constipation. Noisy 
flatus heard in the small bowel early helps to differ- 
entiate obstructive ileus from the paralytic type. 
“Visible coils’’ have a similar significance. 

In cases of high intestinal obstruction operation 
should be done early, before distention is pro- 
nounced. No cathartic should be given. The in- 
testine should be incised longitudinally opposite its 
mesenteric attachment, and the calculus removed. 
Proximal enterostomy with drainage is indicated 
when there is marked toxemia or overdistention. 
The prognosis is always grave. 

The complete histories of four cases are given, 
together with the findings of chemical analyses of 
the calculi. C. F. Anprews, M.D. 


Tinkham, H. C.: Chronic Arteriomesenteric Ob- 
struction of the Duodenum. Boston M. & S.J., 
1923, Clxxxviii, 397. 


Arteriomesenteric obstruction is caused by an ab- 
normal pressure on the duodenum by the mesentery 
and the superior mesenteric artery. 

A potential factor causing this obstruction is 
an abnormal position of the small intestine, which 
not only produces an abnormal tension on the mes- 
entery, but also changes the direction of the pull, 
making it more nearly parallel with the vertebral 
column. 

As the intestine is freely movable, it is evident 
that the degree of obstruction will vary with the 
position of the body, and at intervals may be re- 
lieved altogether. The obstruction is always asso- 
ciated with some debilitating or enervating condi- 
tion, and is often found with other definite pathologic 
conditions. 

This disease has no characteristic symptoms. 
Most of the patients are more or less neurasthenic, 
and many have some other chronic disease. In the 
more severe cases the symptoms are referred defi- 
nitely to the stomach, and are very similar to those 
of pyloric obstruction or chronic dilatation of the 
stomach. Definite symptoms of toxemia and mal- 
nutrition are presented. X-ray examinations are 
not materially helpful in the diagnosis. 

The treatment consists of measures to improve 
the general nutrition and posture to relieve the ob- 
struction. In a large percentage of cases this is all 
that is needed. Medical management should be 
tried before surgery. 

Duodenojejunostomy seems to be the most logical 
operation, but three of the author’s cases were en- 
tirely relieved by posterior gastro-enterostomy. 

The histories of thirteen patients with this con- 
dition are given. C. F. Anprews, M.D. 


Carrie, A., and Keller, J.: The Diagnosis of Duo- 
denal Ulcer by Means of a Rapidly Made Series 
of Roentgenograms (Le diagnostic des ulcéres duo- 
dénaux par la méthode des radiographies rapides en 
serie). Presse méd., Par., xxxi, 130. 


Cole’s method of making a rapid series of roent- 
genograms has been adopted for the diagnosis of 
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duodenal ulcers, gastric lesions, and gall-stones. 
Great rapidity is not desired. Eighteen films are 
made in from five to fifteen minutes. The ex- 
posure must be rapid to guard against respiratory or 
peristaltic movements. The patient to be thus ex- 
amined is placed in a recumbent position with a 
pillow under the chest. 

Bulb deformities may be caused by three con- 
ditions, separately or combined, viz., lesions of the 
mucosa and the walls, lesions of peri-duodenitis, 
and spasms. The authors believe that all bulb 
deformities may be reduced to three fundamental 
types: the niche, the incisura, and bulbar retraction. 

The shadow cast by the niche is just outside the 
normal limits of the bulb and is characterized by the 
irregularity of its borders and its acute angles. It 
is most often found on the upper border of the bulb 
and represents the crater of an ulcer. 

The incisura, on the other hand, is a clear area 
within the limits of the bulb outline. This is of 
two forms, the organic incisura, with irregular 
borders, representing an ulcer, and the spasmodic 
incisura, which is larger and deeper and has rounded 
edges. The latter may border on a niche or lie just 
opposite a point of ulceration. 

Bulbar retractions assume the shape of a maltese 
cross, a coral branch, or a tortuous canal. They are 
difficult to define as they correspond to an incom- 
plete filling of the bulb and are not constant. 

In conclusion the author states that the X-ray 
examination must be considered only a part of the 
clinical examination. KeELLoGG Sprep, M.D. 


Saupe, E.: Roentgen Diagnosis in Diseases of the 
Duodenum (Ueber die Roentgendiagnose der 
Duodenalerkrankungen). Mitl. a. d. Grenzgeb. d. 
Med. u. Chir., 1922, XXXV, 555. 

This is a review of the roentgen symptoms and a 
discussion of roentgen technique, with special regard 
to fluoroscopy. In forty-one cases in which positive 
duodenal findings were present it was possible to 
confirm the X-ray diagnosis by operation in only ten 
as most of the cases were given medical treatment. 

The author reports also the roentgen findings in 
five cases in which a diagnosis of duodenal divertic- 
ulum with or without ulcer was made. In a case of 
carcinoma of the pylorus invading the duodenum 
the bulbus duodeni was deformed. In a similar case, 
which had been free from symptoms until the devel- 
opment of a partial ileus, there were characteristic 
changes in the bulb and pyloric stenosis. 

GRASHEY (Z). 


Anam, A.: Colloid Carcinoma of Vater’s Papilla: 
A Clinical and Anatomo-Pathological Study 
(Carcinoma colloide della papilla del Vater: con- 
tributo clinico e anatomo-patologico). Riforma 
med., 1923, XXxix, 28. 

The author’s case of carcinoma of Vater’s papilla 
was that of a man 59 years old. The carcinoma was 
situated at the point of discharge of the common 
duct into the duodenum and was the size and form 


of a small mandarin orange. The duodenal mucosa 
and the pancreatic tissues were not involved. The 
nucleus of the tumor was Vater’s papilla. The col- 
loid nature of the growth, verified by histologic 
examination, is especially | unusual. Angeli has not 
found another such case in the literature although 
the possibility of colloid cancer of the bile ducts is 
admitted. The case he reports represents a very 
advanced state of degeneration. The autopsy re- 
vealed, in addition, a large interhepatic biliary 
cyst. There were no metastases. 
W. A. BRENNay. 


-_, H.: Roentgen-Ray Treatment of Extensive 

Ileoczecal Tuberculosis (Roentgenheilung aus- 

gedehnter Ileocoecaltuberkulose). Zentralbl. f. Chir., 
1922, xlix, 1661. 


In all cases of intestinal tuberculosis, whether the 
process arises in the subserous or submucous layer, 
an attempt should be made to localize it with the aid 
of deep radiation with the roentgen-ray, provided 
high fever, obstinate diarrhoea, and positive blood 
findings do not indicate the more quickly effective 
operative procedures. To illustrate the results of 
— roentgen-ray therapy the following case is 
cited: 

A 36-year-old woman suffered for eight years with 
diarrhoea, night sweats, and nervous complaints so 
severe that she contemplated suicide. During an 
operation for retroflexion, wide-spread tuberculosis 
of the ascending colon, caecum, and lower ileum was 
discovered. An ileocecal resection was next con- 
sidered, and deep roentgen-ray therapy—six sittings 
of ten minutes’ duration each, applied over four 
areas in three months—was given. Since the com- 
plaints and diarrhoea continued, operation was per- 
formed. After separation of adhesions, the cecum 
was found free from ulceration, presenting only 
thickening of the wall at two points. In the ileum 
were three dense strictures and single calcified tuber- 
culous nodes. Above the strictures the ileum was 
entirely normal. GRAUHAN (Z). 


Lossen, H.: Roentgen Observations on the Fate of 
Intestinal Irrigations of Different Quantities, 
Especially from the Therapeutic Viewpoint 
(Roentgenbeobachtungen ueber das Schicksal ver- 
schieden grosser Darmeingiessungen unter beson- 
derer Beruecksichtigung therapeutischer Gesichts- 
punkte). Fortschr. a. d. Geb. Roentgenstrahlen, 
1922, xxx, 48. 

Intestinal injections of less than 250 c.cm., espe- 
cially when given with an enema syringe, do not 
reach beyond the ampulla of the rectum, whereas 
those of more than 350 c.cm., given with an irrigator, 
enter first the lower sections of the large intestine 
and later the upper portions. It therefore follows 
that when it is desired to introduce a drug directly 
into the circulation through the vena hemorrhoi- 
dalis, thus evading the portal circulation (in conges- 
tion of the liver, for example), the drug should be 
administered with an enema syringe. Substances 
intended to reach more distant segments of the in- 
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testines, such as nutritive and glucose enemata and 
injections of sodium carbonate, should be given in 
quantities ranging from 250 to 500 c.cm. In the 
author’s experience the addition of common salt is 
of little value. 

Groedel has found that when more than 1 liter 
of fluid is introduced, it passes the ileocecal valve. 
The possibility of influencing the small intestine 
medicinally in this way is therefore not to be dis- 
regarded. 

On technical grounds it was impossible to follow 
the fate of suppositories, but it is evident that as 
the particles of the drug in these are so intimately 
bound up with fat, which the large intestine can- 
not split up, such treatment is of little value. 

(Z). 


Rogers, R. R.: Secondary (Acquired) Megacolon. 
Ohio State M. J., 1923, xix, 172. 


The theories regarding the etiology of Hirsch- 
sprung’s disease, or megacolon, attribute the condi- 
tion to numerous factors. The most prominent 
symptom is chronic obstipation with periods of 
diarrhoea. Distention of the abdomen, tympany, 
and at times fecal masses, may be made out on 
palpation. Pain is uncommon. The stools are thin 
and putty-like in consistency, and are passed with 
difficulty. 

In more than one-third of the cases only the sig- 
moid loop is affected, but in some the entire colon is 
involved. The pathologic picture consists of rough- 
ening of the serous coat and obliteration of the 
tenia and possibly of the longitudinal bands. There 
may be, therefore, an apparent lengthening of the 
colon as well as dilation. Microscopic examination 
shows chronic inflammation, round-cell infiltration, 
and thickening of the mucosa. 

The author reports the case of an infant 1 year of 
age who had had marked constipation and difficulty 
and pain in defecation since birth. On examination, 
the abdomen was found distended. The thorax was 
normal except for a rachitic rosary. The anal region 
was bisected by a thick fibrous raphé. The anal 
opening was about }4 in. in diameter and could not 
be stretched sufficiently for the insertion of the tip 
of the little finger. The stools were flat and about 
the diameter of a lead pencil. At birth the anus had 
been almost closed. 

At operation the raphé was divided and as good a 
sphincter as possible was constructed, but the condi- 
tion was little improved. 

When the child was seen again one month later it 
had had no stool for one week. The abdomen was 
markedly distended and there was a large mass filling 
the right side. The temperature was 101 degrees F. 
Vomiting of material with a decidedly faecal odor 
occurred. A barium enema showed the sigmoid to 
be markedly dilated. No barium entered the rest 
of the colon. 

Operation revealed marked enlargement of the 
colon beginning just above the internal sphincter 
and extending upward to the hepatic flexure. The 


walls of the sigmoid were enlarged and definitely 
thickened, but the white bands were still present. 
The sigmoid was emptied into the rectum but noth- 
ing further was done. The administration of mineral 
oil, oil enemas, and massage were necessary to keep 
the child fairly comfortable. Four months later the 
author began the administration of atropine to the 
limit of tolerance. This resulted each time in a 
normal bowel movement. An X-ray examination of 
the colon shows no change since the operation. 

There are two possibilities to explain this case: 
either the magacolon had been present since birth 
and the anal constriction was merely coincident to it, 
or the colon was normal at birth and its enlargement 
was due to the forcing of its contents through the 
abnormally tight sphincter. 

J. Pickett, M.D. 


Rabere, M. J.: Pelvic Megacolon: Colectomy 
After Invagination of the Colon into the Rec- 
tum (Megacolon pelvien: colectomie aprés invagi- 
nation colorectale). Bruxelles méd., 1923, iii, 281. 

The author reports the resection of a dilated pelvic 
colon by invaginating the portion to be removed 
into the rectum. After this procedure the distal 
end of the proximal portion of the bowel was sutured 
to the cuff formed by the invagination. By this 
method the many disadvantages of an artificial 
anus are eliminated and the line of intestinal suture 
is protected. Resection of the invaginated bowel 
may be performed very easily through a dilated 

anal orifice. Lovat E. Davis, M.D. 


Alzona, F., and Valenti, A.: A Case of Develop- 
mental Alterations of the Caecum and Peri- 
colic Membrane (Sopra un caso di alterazioni di 
sviluppo del cieco e membrana pericolica). Riforma 
med., 1923, XXXiX, 49. 


In the case of a patient with pain in the ileocecal 
region and chronic constipation it was found in the 
roentgen-ray examination made eight hours after 
the administration of a semisolid meal that the 
small intestine was completely empty and the 
cecum, ascending colon, and the first part of the 
transverse colon formed a twisted mass in the right 
upper quadrant. The descending portion of the 
transverse colon first began to distend six to eight 
hours later. Fifty-six hours after the ingestion 
of the meal the cecum and ascending colon were 
well filled, and after seventy-two hours a residue 
was still observed. 

The diagnosis made on the basis of the X-ray and 
clinical findings was ectopia and failure of rotation of 
the caecum with adhesions between the cecum and 
ascending colon, probably congenital and non- 
inflammatory. 

At operation, a part of the cecum and ascending 
colon was found wrapped about by a filmy membrane 
containing numerous vessels disposed parallel with 
each other and transverse to the great axis of the 
body. Exteriorization of the cecum disclosed a 
long mesentery and absence of lateral, latero- 
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superior, medial, and intercolic parieto-colic ad- 
hesions. The cecum was higher than normal and 
more medial. 

In the author’s opinion, this was a case of non- 
rotation, non-descent, and non-fusion of the cecum. 
W. A. BRENNAN. 


Schmidt, E. O.: The Treatment of Appendicitis 
with Complications (Zur Behandlung der Ap- 
pendicitis mit Komplikationen). Deutsche Ztschr. 
f. Chir., 1922, clxxv, 213. 

The author classifies as appendicitis with compli- 
cations of Grade 1, cases in which the condition be- 
gins with infiltration, circumscribed peritonitis, or 
abscess formation; as appendicitis with complica- 
tions of Grade 2, cases with diffuse peritonitis or 
the entrance of the infection into the circulation. 

In the management of the complications of Grade 
1 the rigid adherence to any one procedure or method 
of operation is not practical. Each case must be 
treated according to its indications. In cases in this 
group, and also cases of fresh appendicitis, in which 
there is severe inflammation of the cecum, the 
care of the stump of the appendix is attended by 
extraordinary difficulties, the cacum tears with 
almost every stitch, and the lower ileum is involved 
in the inflammatory process (circumstances which 
may give rise to ileus) the author has performed 
entero-anastomosis between healthy ileum and the 
transverse colon eight times up to date (also twice in 
diffuse peritonitis), with good results. If the entero- 
anastomosis was impossible without endangering the 
healthy abdominal cavity, a second abdominal in- 
cision was made. This procedure assures the greatest 
possible protection to the affected organs and 
favors rapid recovery. 

The cure of diffuse peritonitis depends in great 
part on the patient’s constitution; the method of 
management (dry, instillation of ether, irrigation, 
etc.) is much less important. Subsequent examina- 
tions disclosed that after three months in two cases, 
and after four and five months in one case each, the 
anastomosis was no longer in use. For drainage, 
rubber-tubing wrapped in muslin is preferable to 
glass tubes. GuEMBEL (Z). 


Jackson, A. S.: Carcinoma of the Appendix. Arch. 
Surg., 1923, vi, 653. 

Carcinoma of the appendix will often be over- 
looked unless a careful routine examination is made 
of all appendices removed. Suspicion is cast on the 
obliterated, or partially obliterated, harmless-ap- 
pearing type because it has been shown that one in 
every fifty-three of these is carcinomatous. 

In two series, totalling 8,039 appendices, which 
were examined microscopically by MacCarty and 
McGrath at the Mayo Clinic, forty were found to be 
carcinomatous. To determine the prognosis the 


author followed these forty cases and twenty-four 
which were treated subsequently. The total number 
of cases found in the literature with the twenty-four 
here reported is 317. 
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Thirty-seven of the sixty-four patients observed 
in the Clinic were traced. Two had died from accj- 
dents or conditions in no way related to the disease, 
and two had died from postoperative complications, 
The remaining thirty-three are living and most of 
them are well. Twelve were well ten to sixteen 
years after the operation; ten, five to ten years; 
and two, one to five years. The malignancy was 
cured in roo per cent of the patients traced. In 
only five of the sixty-four cases was a positive sur- 
gical diagnosis made of carcinoma. In four other 
cases the lesion was suspected. 

The consequences of failure to recognize the con- 
dition and remove the tumor cannot be stated be- 
cause it is as yet unsettled whether carcinoma of the 
large bowel may originate in the appendix. 

There is little significance in the clinical history 
of these cases. Fifty per cent of the patients gave 
a history of previous trouble. The disease is seen 
twice as often in women as in men. The process 
should be carefully examined in all patients with a 
history of previous trouble in the appendix because 
many malignant appendices may thus be discovered 
which otherwise might be overlooked. 

In the twenty-four cases reported by the author 
the carcinoma occurred at the tip in twenty-one, 
at the base in two, and at the middle in one. The 
tumor in situ grossly suggests concretions within the 
lumen. On transverse section the lumen is seen to 
be obliterated by a solid growth which is homogene- 
ous and fibrous in appearance. When preserved in 
formalin, the growth is of an orange color. 

There is considerable doubt as to the pathology 
of these tumors. Graham has divided them into 
two main types, the spheroidal-cell carcinoma and 
the adenocarcinoma. In his series, 73.8 per cent of 
the cases were of the spheroidal type. Adenocarci- 
noma occurs later in life than the spheroidal type and 
corresponds more closely to the age at which carci- 
noma of a similar type occurs in the large intestine. 
Adenocarcinoma is the more malignant; the sphe- 
roidal type rarely invades the cecum or spreads by 
metastasis to the abdominal glands. 

The microscopic picture is that of irregular masses 
of epithelial cells closely packed in alveoli surrounded 
by heavy fibrous stroma. The growth is confined 
chiefly to the mucous and submucous layers. The 
protoplasm of the cells is pale and scanty, but the 
nuclei stain darkly and are generally oval or round 
and with fewer irregularities than are presented by 
carcinomatous cells in other portions of the aliment- 
ary canal. In this series of sixty-four tumors one 
was diagnosed as a colloid carcinoma and the re- 
mainder were of the spheroidal type. 

That chronic inflammation is a factor in the pro- 
duction of carcinoma is evident from a study of the 
specimens. An analogy is the development of gastric 
cancer on an ulcer basis. 

The author concludes that a pre-operative diag- 
nosis of carcinoma of the appendix is impossible 

because of the absence of distinguishing clinical signs. 
The prognosis following early removal of carcinoma 


of the appendix is more favorable than that of malig- 
nancy in any other part of the gastro-intestinal tract. 
There is a definite relationship between chronic in- 
flammation and carcinoma of the appendix. The 
appendix should be examined carefully whenever 
the abdomen is opened and should be removed if 
at all suspicious. The relationship of cecal carci- 
noma to carcinoma of the appendix has not been 


proved. 


LIVER, GALL-BLADDER, PANCREAS, 
AND SPLEFN 


Deakin, V. R., and Graham, E. A.: Functional 
Liver Tests: An Experimental Study. Surz., 
Gynec. & Obst., 1923, xxxvi, 348. 


The recent prominence given non-surgical drain- 
age of the biliary tract in medical literature has 
served to emphasize the ease with which duodenal 
intubation may be accomplished, and this in turn 
has stimulated a revival of interest in a test of he- 
patic function. 

The most evident function of the liver is its ex- 
cretion of bile, but this is not its sole function. In 
a series of twenty-five cases the authors drained the 
biliary tract by Lyon’s technique and then attempted 
to make a functional test by injecting 50 mgm. of 
phenoltetrachlorphthalein intravenously after the 
flow of the “‘C”’ fraction of bile had been established 
and collecting all the bile possible during the suc- 
ceeding two hours. 

The output of phenoltetrachlorphthalein varied 
greatly even in those cases in which the drainage was 
effected most easily. In one case no phenoltetra- 
chlorphthalein could be demonstrated in the bile 
over a period of ten days. 

Later, the authors attempted the Lyon-Meltzer 
biliary drainage on normal and on cholecystec- 
tomized dogs, and made a hepatic functional test 
on normal dogs and on dogs whose livers had been 
damaged, as by prolonged chloroform anesthesia. 
Five dogs were anesthetized with ether and a small 
stomach tube passed and guided manually into the 
duodenum through a laparotomy wound. The duo- 
denum was then irrigated with a 25 per cent mag- 
nesium sulphate solution. In all of the dogs the 
gall-bladder always contained a considerable quan- 
tity of bile. In two of them the cystic duct was 
clamped off and the bile from the other biliary pas- 
sages compared with that of the gall-bladder. In 
every case the bile from the gall-bladder was of a 
darker color and more viscid than that of the hepatic 
ducts. 

In four dogs the phenoltetrachlorphthalein in- 
jected intravenously was subsequently recovered in 
the duodenum in from ten to fifteen minutes. When 
the cystic duct was left patent, the dye could be 
demonstrated in the gall-bladder bile. When the 
cystic duct was clamped off prior to the injection, 
the dye could not be found afterward in the gall- 
bladder bile. These results are similar to those ob- 
tained by other investigators. 
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At no time, however, did the sphincter remain 
relaxed for a two-hour period. Therefore, in dogs, a 
hepatic functional test by a method similar to that 
used in clinical cases is impossible. 

; The authors summarize their conclusions as fol- 
ows: 

1. Phenoltetrachlorphthalein is not satisfactory 
for a hepatic functional test based on the quanti- 
tative estimation of its output in the bile. 

2. There are too many factors tending to prevent 
the complete collection of liver bile by the duodenal 
tube to warrant the use of the latter in such a pro- 
cedure. 

3. The so-called ““B” fraction in non-surgical 
biliary drainage is in part at least derived by gravity 
from the gall-bladder. 

4. Under ether and chloretone anesthesia the 
sphincter of Oddi will relax, but with this relaxation 
the gall-bladder does not contract sufficiently to 
empty itself. 

5. The intermittent flow of bile from the common 
duct is probably the result of an increase in intra- 
abdominal pressure during respiratory movements, 
and in all probability, as Harer and others have con- 
cluded, the gall-bladder is emptied of its contents by 
the pressure of adjacent distended and congested 
organs during digestion and by the milking action 
of the duodenal peristaltic waves. 

GeorceE E. M.D. 


Hartmann-Keppel: Twenty-Two Cases of Ameebic 
Abscess of the Liver: Their Treatment with 
Emetine (Vingt-deux observations d’abcés ami- 
biens du foie; leur traitement par l’émetine). Bull. 
et mém. Soc. de chir. de Par., 1923, xlix, 216. 


Hartmann-Keppel treated twenty-two cases of 
ameebic abscess of the liver in Macedonia, Syria, 
and Palestine. Most of the subjects were soldiers. 
Fifteen were between 15 and 40 years of age. Two 
patients were women. Eleven had dysentery, six 
had had dysentery previously, and five had had no 
intestinal disturbances. A search for the parasite 
was made in only nine cases. The amoebe were 
found in the stools in every case but were discov- 
ered in the liver pus in only two. In four cases a 
liver abscess had been present previously but had 
been cured. In seventeen cases there was only a 
single abscess, but in four there were two, and in 
one, five. The site of the abscess was the right lobe 
in sixteen cases, and the left lobe in six. In three 
cases there were abscesses elsewhere besides the 
liver. The symptoms were classical. 

One patient died a few hours after entering the 
hospital. Of the twenty-one others, two were treated 
by simple surgical incision without any medical 
treatment. Both recovered but suffered a recur- 
rence. They were then cured with emetine. In 
twelve cases given medical treatment (emetine alone 
or emetine combined with arsenic or other drugs) 
there were ten recoveries; in eight the abscess was 
resorbed and in two it was spontaneously evacu- 
ated. In six cases the treatment consisted of sur- 
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gical opening of the abscess followed by medical 
treatment. These were all very severe cases and 
only two of the patients recovered without compli- 
cations. Two died of the condition, one died later 
of pneumonia, and the other recovered after thora- 
cotomy. 

In one case medical treatment was found entirely 
inefficacious. The patient was then operated upon 
and recovered. Of the twenty-one patients treated, 
three died. The mortality was therefore 15 per 
cent, a figure much below that previous to the thera- 
peutic use of emetine. 

Therefore it is apparent that in a large number of 
cases medical treatment alone may bring about 
recovery. Many surgeons have been of the opinion 
that emetine should be used only as an adjunct to 
operation. 

Hartmann-Keppel favors wide opening of the 
abscess instead of simple puncture. 

For good results, the medical treatment must be 
energetic and prolonged. After giving small doses 
in the beginning, the author reached a dosage of 
0.75 to 1.25 gr. in twenty to twenty-five days. 
Arsenicals were given with the emetine. Such high 
dosage causes some reaction but a serious nephritis 
developed in only one case. 

In the series of twenty-two cases reviewed there 
were nine recurrences. Therefore the recoveries 
cannot be considered as definite as no patient has 
been followed more than two years. In reality 
recurrences are hepatic re-infections in persons ap- 
parently cured but still carriers of amoebae. The 
persistence of the parasite in the intestine shows 
the necessity of maintaining the treatment and 
carefully examining the stools for some time. 

W. A. BRENNAN. 


Jones, H. W.: The Pigment Metabolism and the 
Van den Bergh Test to Differentiate Ob- 
structive and Non-Obstructive Jaundice; with 
Five Case Reports. Med. Clin. N. Am., 1923, vi, 
1089. 


Van den Bergh developed a chemical test to dif- 
ferentiate between obstructive and non-obstructive 
jaundice. Before operation it is often very difficult 
to distinguish between obstructive jaundice due to 
such factors as carcinoma, common-duct stones, 
pancreatitis, and hepatic cirrhosis, and non-ob- 
structive jaundice of the acholuric, hemolytic, and 
catarrhal types. 

With Ehrlich’s diazo reagent minute traces of 
bilirubin can be detected in the blood serum. The 
bilirubin present in the blood serum differs in the 
two types of jaundice. In the obstructive type it is 
free and uncombined, while in the hemolytic type 
it is bound to the albuminous material and liberated 
when alcohol is added. 

Jones has tested this method carefully in a series 
of five cases, three of obstructive jaundice and two 
of the non-obstructive type. The test was very 


easy to perform and proved accurate in every in- 
stance. 


Joun W. Nuzum, M.D. 
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Rudberg, H.: Traumatic Rupture of the Bile 
Passages (Ueber traumatische Rupturen in den 
Gallengaengen). Upsala Lekaref. Foerh., 1922, xxvii, 
223. 

Rudberg discusses the disease picture of forty-one 
cases of traumatic rupture of the bile passages found 
in the literature. In sixteen cases the hepatic duct 
or one of its main branches was affected; in nine- 
teen, the choledochus; and in two, the cystic duct. 
In four, the location of the rupture was not deter- 
mined. 

If the tear occurs in the anterior wall it is 
easily reached, but often it is retroperitoneal, in 
the posterior wall of the common duct behind the 
pancreas or the duodenum, and then is very difficult 
to approach. 

The rupture is always caused by violence applied 
to the abdomen. It is most common in middle 
life. In fifteen cases it occurred between the ages 
of 1 and 20 years; in eighteen cases, between the 
ages of 20 and 40; and in three cases after the age 
of 40. The youngest subject was 20 months old 
and the oldest 60 years. If the bile is infected, as 
for example in calculi of the gall-bladder, peritonitis 
develops. If the bile is sterile, the picture is ex- 
tremely characteristic. As the result of the matting 
together of neighboring intestinal loops, one or more 
pockets are formed which become filled with bile. 
In cases of rupture of the posterior walls of the 
ducts there are retroperitoneal collections of bile. 
The pockets are always coated with fibrin. They 
may contain large quantities of bile, even as much 
as 26 liters. Jaundice is absent or slight as the en- 
capsulated bile is absorbed very slowly. The com- 
mon duct, however, is compressed by this collection 
of fluid and no bile reaches the intestine. There- 
fore the feces are of light color. 

As a result of operation which releases the bile 
through drainage, the color of the feces is restored 
because, in the absence of pressure, the common 
duct remains patent. This chronic peritonitis is 
regularly accompanied by a severe cachexia due to 
intoxication induced by the absorption of bile, com- 
pression of the abdominal organs, and failure of 
biliary digestion. The pulse is rapid, 140 to 150 
beats per minute. Without operation all cases come 
to a fatal termination after a few weeks. In operat- 
ing, the essential object is drainage. The most that 
should be done in total rupture of the biliary duct is 
suturing of the posterior wall, the anterior half being 
left open to prevent the subsequent development of 
stenosis. The drain should never be carried into the 
biliary duct. 

The following case came under the observation of 
the author: 

The patient was a man 48 years old who was 
kicked in the abdomen by a horse. There was 
severe pain, but no vomiting. At operation the 
following day the abdomen was found slightly dis- 
tended. Tenderness and dullness extended from 
the free border of the ribs to the umbilicus. Bile 
was discovered among the intestines. The hepato- 
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duodenal ligament showed a right-angled tear. Sep- 
aration of the edges of the wound disclosed a rupture 
of the entire anterior wall of the common duct, 2 cm. 
below the mouth of the cystic duct. Two drains 
of the thickness of a lead pencil were inserted and 
the abdomen was then closed. The feces were never 
light-colored. Following the removal of the drains 
on the sixth day the biliary fistula which remained 
closed slowly. Healing was complete in two months. 
Port (Z). 


Homans, J.: Identification of the Common Bile 
Duct in the Presence of an Anomalous Condi- 
tion of the Biliary Passages. Surg., Gynec. & 
Obst., 1923, XXXVi, 417. 

Injuries to the ducts during operations upon the 
bile passages are apt to occur when there is an 
unrecognized anomalous arrangement or patho- 
logical distortion of the normal relations of the 
structures. 

The cystic duct may be very short or the 
common duct may assume the appearance of the 


a, \ppearance and relations of gall-bladder and cystic 
and common ducts when peritoneum over them has 
been widely spit and retracted. 6, Appearance and rela- 
tion of common duct to gall-bladder when the former is 
angulated and drawn into position of normal cystic duct by 


traction upon ampulla. c, Fully dissected region of cystic 
duct itself. The duct is shown blocked by small stone. 


cystic duct as the result of traction made upon 
the gall-bladder. In either case the common duct, 
if unrecognized, is in danger of being divided in the 
operation of cholecystectomy. 

After the peritoneum and fat have been dissected 
from it the common duct can always be identified 
with certainty by the presence of a blood vessel 
which passes longitudinally alongits anterior surface. 

VeERNE G. BurDEN, M.D. 


Judd, E. S., and Lyons, J. H.: White Bile in the 
Common Duct. Ann. Surg., 1923, |xxvii, 281. 

The authors review the literature on white bile 
in the common duct and the collected cases to date, 
including nineteen cases from the Mayo Clinic. 

The presence of a colorless liquid (without bile 
pigment) in obstructed common and hepatic ducts 
has been believed to indicate increased operative 
risk. In the Mayo Clinic series the operative mor- 
tality was 21 per cent, in spite of cautious pre- 
operative measures and postoperative care, includ- 
ing the use of calcium, transfusions, etc. It is 
believed, however, that while the mortality is high, 
it is probably no higher than it would be in a series 
of cases of complete biliary obstruction of the same 
— with green bile in the common and hepatic 

ucts. 

The nineteen cases of white bile in the common 
duct observed at the Mayo Clinic were found in the 
course of 649 operations on the common and hepatic 
ducts performed during a period of four years. In 
nine of these the obstruction was due to stone in the 
common or hepatic duct; in six, to trauma at a 
previous cholecystectomy; in two, to carcinoma 
(one of the pancreas and one of the ampulla); and 
in one, to pancreatitis. In one instance the white 
bile seemed to result from cholangitis. In no in- 
stance in which the gall-bladder was present was it 
normal. Seventeen of the nineteen patients were in- 
tensely jaundiced at the time of operation, and there 
had been no recent decrease in the jaundice. One 
patient had a biliary fistula. One was not jaundiced, 
although there was complete obstruction to the 
common duct by a stone; in this case cholecystec- 
tomy and choledochotomy with removal of the stone 
resulted in drainage of bile on the fourth day after 
operation. The patient made an uneventful, imme- 
diate convalescence, but died from acute hemor- 
rhagic pancreatitis on the thirty-second day after 
operation, 

Rous and McMaster have shown experimentally 
that white bile occurs only when the obstructed 
ducts are not connected with a normally function- 
ing gall-bladder, and conclude that this fluid is a 
secretion of the mucosa of the biliary passages which 
collects when obstruction is present. The findings 
in the patients observed at the Clinic bear out these 
conclusions. The liver does not necessarily cease to 
secrete bile in these cases, but it is probable that in 
certain cases hepatic function may be suspended 
for a time and entirely reéstablished later. 


Seelig, M. G.: Bile-Duct Anomaly as a Factor in 
the Pathogenesis of Cholecystitis. Surg., Gynec. 
& Obst., 1923, Xxxvi, 331. 


Seelig calls attention to the fact that anatomical 
anomalies of the bile duct may be an important 
factor in the pathogenesis of cholecystitis. A case 
is cited in which the cystic duct emerged from the 
gall-bladder somewhat laterally, and then kinked 
on itself very sharply, coursed upward along the 
left lateral wall of the gall-bladder for 1% in., and 
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then turned to the left to empty into the common 
duct. This cystic duct was incorporated in the wall 
of the gall-bladder in much the same way as the 
appendix may be incorporated in the wall of the 
cecum. The posterior wall of the gall-bladder was 
adherent to the common duct, so that when traction 
was exerted on the gall-bladder the common duct 
pulled up in the same way as the normal cystic duct. 
Division of the cystic duct at its point of entrance 
into the common duct and mobilization of the gall- 
bladder brought into view the common duct coursing 
behind the gall-bladder and emerging from below its 
= in the position normally occupied by the cystic 
uct. 

Such an anomaly is important not only because of 
the technical difficulties it creates for the surgeon 
but also because of its relationship to the patho- 
logic lesions of the biliary tract. The sharp kinking 
of the cystic duct produces stasis of the gall-bladder 
contents which leads, first, to prodromal colic and 
later, to non-inflammatory bile inspissation which 
is followed in turn by concrement formation with 
attendant inflammation. 

WiitAm E. SHACKLETON, M.D. 


Clark, J. G.: A Comparative Study of Two Series of 
Gall-Bladder Lesions. Surg., Gynec. & Obst., 1923, 
XXXVi, 323. 

The author has made a comparative study of 
cholecystectomy and cholecystostomy from the 
standpoint of immediate convalescence, improved 
health, and restoration of working power. He chose 
for this study two series of 159 cases each. In the 
first series the ratio of cholecystostomy to cholecys- 
tectomy was approximately 2:1, while in the later 
series of cases this ratio was practically reversed. 

Clark believes that with the improvement in 
technique, cholecystectomy is no more hazardous 
than cholecystostomy. 

The outstanding facts in Clark’s series of cases 
were the decrease in postoperative complications 
and the improved convalescence in the patients 
subjected to cholecystectomy. The wounds healed 
more readily, adhesions occurred less frequently, 
and the length of time in the hospital was decreased 
on an average by three days. The incidence of 
wound infection dropped from 8.2 to 4.4 per cent, 
and of phlebitis from 2.5 to 2.2 percent. The relative 
difference between qualified improvement and lack 
of improvement was distinctly in favor of cholecys- 
tectomy. 

On the basis of these findings the author believes 
that the total removal of the gall-bladder may be 
extended to a larger percentage of cases. 

E. SHACKLETON, M.D. 


Pool, E. H.: Injuries to the Spleen. Boston M. & 
S.J., 1923, clxxxviii, 262. 

Subcutaneous injuries of the spleen are much more 
common than open wounds, and are usually seen in 
men at the active period of life. A diseased spleen 
is enlarged and friable and may rupture spontane- 


ously or as the result of injury. Any part of the 
spleen may be involved. In direct injury the kidney 
also may suffer. If the injury is intracapsular and 
the bleeding is slight, the blood may be absorbed, 
If the capsule is involved as well, more severe hamor- 
rhage occurs, the amount depending on the extent 
of the injury. Delayed hemorrhage in cases of 
splenic injury may be a large subcapsular hemor- 
rhage which has burst through. 

The symptoms of rupture of the spleen depend 
upon the extent of the injury. The mildest type may 
escape detection while a severe injury may be fol- 
lowed promptly by death. Pain, tenderness, muscu- 
lar rigidity, and an increase in the size of the spleen 
are prominent signs of contusion. Rupture of the 
spleen gives rise to shock and evidence of intra- 
abdominal hemorrhage. The accumulation of blood 
within the abdomen can often be made out by per- 
cussion. Percussion of the right flank with the pa- 
tient on the left side gives rise to a tympanitic note, 
while percussion of the left flank with the patient on 
the right side gives a dull note due to an accumula- 
tion of clots (Chavannaz). Hemorrhage gives rise 
to an early and marked leucocytosis. Delayed hem- 
orrhage from the spleen is not uncommon, and must 
be watched for carefully in all severe injuries to the 
left side of the abdomen. 

Splenectomy is the operation of choice, but the 
presence of adhesions and the patient’s condition 
may render it inadvisable. It may be necessary to 
pack the splenic wound or ligate the splenic vessels 
and delay splenectomy until a more favorable time. 

Since the diagnosis of splenic injury is often dif- 
ficult, the incision made should be suitable for 
complete exploration and the care of any associated 
injuries. 

Spontaneous rupture may occur in a diseased 
spleen. This is found most commonly in the malarial 
spleen. In the typhoid spleen it is more apt to occur 
during the second week (Melchior). 

The rupture may be severe or slight. The symp- 
toms of spontaneous rupture usually include pain in 
the left hypochondrium, syncope, and shallow res- 
piration. The treatment is splenectomy. Suture of 
the spleen is not satisfactory as a rule, as the sutures 
pull out because of the friable condition of the 
organ. Transfusion of blood or an infusion of salt 
solution should be given at the time of the operation. 

In civil life open wounds of the spleen are un- 
common. Usually they are due to a bullet or stab 
wound and there is simultaneous injury to adjacent 
structures. During the war, wounds of the spleen 
due to projectiles were also relatively infrequent. 
Their mortality was high because of the unavoidable 
delay in providing operative care. The diagnosis in 
this type of case is difficult. If the injury is caused 
by a bullet, the wound of entrance and of exit must 
be taken into consideration. The treatment is sim- 
ilar to that of the subcutaneous type. An incision 
allowing wide exploration is advisable. If the thor- 
acic cavity is involved, it is a good plan to repair 
and close this wound first, and reach the spleen 
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through an abdominal incision. Splenectomy is the 
procedure of choice also in this type of case. 
J. Pickett, M.D. 


MISCELLANEOUS 


Peters, J. J.: Pneumoperitoneum as an Aid in 
Diagnosis. J. Nat. M. Ass., 1923, xv, 33- 


Because of its wide range of possibilities, pneumo- 
peritoneum has been heralded with the usual over- 
enthusiasm that greets every new method of ex- 
amination. It is not considered the method of 
choice and for all intra-abdominal conditions its 
indiscriminate use should be discouraged. In certain 
classes of obscure intra-abdominal conditions, how- 
ever, the desired information can be obtained in no 
other manner. 

Pneumoperitoneum has been found of great aid 
in the diagnosis of diseases of the liver, gall-bladder, 
and kidneys, and of postoperative adhesions and 
retroperitoneal tumors. By other methods retro- 
peritoneal masses are differentiated from _intra- 
abdominal masses only with the greatest difficulty 
and with no degree of certainty. 

The technique described by Peters was developed 
by Sante, and in one hospital has been employed in 
over 250 cases. 

Early in this work the apparatus was complicated 
and cumbersome. The apparatus now used consists 
of the pump of a Potain aspirator, a short rubber 
connecting tube, and two sterile lumbar puncture 
needles. No attempt is made to sterilize the pump. 
Air is used exclusively for the inflation. 


Care must be taken to keep the patient’s head 
lowered at all times; otherwise the pressure of the 
gas against the diaphragm will cause pain in the 
shoulders and embarrass the heart and lungs. 


Pneumoperitoneum is contra-indicated by acute 
inflammatory processes in the abdominal cavity, 
acute respiratory infection, cardiovascular renal 
disease with cardiac decompensation, and acute 
febrile conditions. Cart R. STEINKE, M.D. 


Eastman, J. R.: Prevention of Peritoneal Con- 
tamination in the Drainage of Abdominal Ab- 
scesses. J. Am. M. Ass., 1923, 1xxx, 833. 


In one method of draining abdominal abscesses the 
abscess is approached by an entirely extraperitoneal 
route, the incision being made lateral to the classical 
appendix incision and extending only to the peri- 
toneum. The parietal peritoneum is then peeled 
away from the musculature of the flank, and the 
abscess opened bluntly at the bottom of the extra- 
peritoneal canal thus formed. The mortality from 
opening an abscess extraperitoneally should be prac- 
tically nil. 

In cases of retrocecal abscess with a firm wall 
which has not yet ulcerated the author packs the 
space about the cecum with loose strands of gauze 
and a rubber tube. This procedure is followed after 
eight to twelve hours by spontaneous rupture and 
evacuation of the pus. The gauze is then removed 
gradually, and the tube comes out after ten days. 
Patients treated in this way remain free from recur- 
rence of symptoms after many years. 

In cases of large and deep appendical abscesses 
in which ordinary transabdominal drainage is un- 
safe,a large cigarette drain with a protruding tuft of 
gauze is placed on the abscess. The wound is then 
closed around the distal end of the tube. Invariably 
rupture takes place within forty-eight hours, at 
which time a canal has been establishedfabout the 
tube which is sealed off by peritoneal adhesions. 

H. W. Fink, M.D. 
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SURGERY OF BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Martin, B.: Bone Regeneration from the Perios- 
teum. Development of the Interosseous Lig- 
ament in the Forearm and Leg (Zur Knochen- 
regeneration aus dem Periost. Zur Entwicklung des 
Ligamentum interosseum am Unterarm und Unter- 
schenkel). Arch. f. klin. Chir., 1922, xx, 744. 


In an earlier publication Martin reported observa- 
tions demonstrating that in full-grown dogs the two 
parallel bones in the lower half of each extremity 
exert a peculiar influence on one another. A pseud- 
arthrosis in the radius was responsible for a pseud- 
arthrosis in the ulna at the same level, even though 
the limb was continually immobilized by a plaster- 
of-Paris dressing. 

A similar influence of the one bone upon the other 
has been observed in experimental osteitis and osteo- 
myelitis. The author believes that, in man, the 
tense interosseous ligament, which is analogous to 
the connection between the ulna and radius in the 
dog, constitutes a medium through which irritation 
is carried from one bone to the other. According to 
Bardeen’s theory, the interosseous ligament origi- 
nates from the common protoplasmic anlage of both 
bones and constitutes a connection between their 
periosteal coats. This theory is confirmed by the 
author’s studies on human embryos. 

That the connective tissue of the periosteum is 
of the greatest importance in periosteal new bone 
formation was proved by Tsunodas’s experiments, 
which demonstrated that transplanted cambium 
cells without periosteal connective tissue are unable 
to cause periosteal new bone formation. 

In man, the interosseous ligament between the 
ulna and radius is formed later than the correspond- 
ing ligament in the leg, and shows distinctly the 
histologic structure of pure fascia. This explains 
why it conducts only pathologic stimulations while 
the ligament of the leg, which is laid down in an 
earlier period of development, conducts physiological 
stimulations also, as shown by the remarkable regen- 
erative capacity of the fibula. VoLLHArpt (Z). 


Fromme, A.: Late Rachitis, the Late Rachitic 
Origin of All Deformities of Growth and War 
Osteomalacia (Die Spactrachitis, die spaetra- 
chitische Genese saemtlicher Wachstums-Deformi- 
taeten und die Kriegsosteomalacie). Ergebn. d. 
Chir. u. Orthop., 1922, Xv, t. 

The differentiation of late rachitis from the infan- 
tile type is difficult. The proposal of Schmorl to 
select the end of the fourth year as the borderline 
has been the suggestion most generally approved. 
Infantile rachitis may undergo transition into late 
rachitis, and this, without any free interval, may 
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pass into osteomalacia. These three diseases should 
be grouped together. Osteogenesis imperfecta tarda, 
idiopathic osteopsathyrosis, and chondrodystrophia 
fetalis must be differentiated from them. 

Late rachitis, even though previously described by 
Ollier and Trousseau, was recognized universally only 
after the exact pathologic descriptions of it by 
Schmorl, Looser, and von Recklinghausen. In the 
author’s opinion, many of the cases of endemic bone 
disease in the World War were of this nature, and 
even if these are jeft out of consideration, the condi- 
tion is more common than is generally believed. 

In the chapter on the pathologic anatomy, the 
conditions of calcification, the changes in the zones 
of growth, and metaplasia in the bone are discussed 
with the aid of numerous illustrations and an anal- 
ysis of the works of Schmorl, Looser, and von Reck- 
linghausen. In the parts of the skeleton formed dur- 
ing the presence of the disease there is a deficiency of 
calcium. This is true also of the growth cartilage 
and the joint cartilage. The newly formed bone is 
reticular and shows changes in the marrow. 

The disturbance in the chondral ossification is 
characterized by the absence of the preparatory 
zone of calcification, widening of the zone of car- 
tilaginous proliferation, and the appearance of 
numerous blood vessels. In addition, there is a more 
or less broad zone of osteoid tissue toward the 
diaphysis, without distinct demarcation between the 
layers, this accounting for the indistinct, indented, 
ravelled-out appearance of the ends of the diaphyses 
in the severe cases. The course of the rachitis, in 
which there are usually remissions and recurrences, 
leads to the formation of several zones of calcifica- 
tion (calcification bands). If these calcium bands 
are not completely decomposed, they move forward 
toward the diaphyses with growth (yearly rings). Of 
special importance are the islands of cartilage formed 
in the process of healing. The broadening of the ends 
of the joint in rachitis is probably due to mechanical 
factors. Schmorl attributes an active part to the 
osteoid tissue. The same changes that are found in 
the epiphyseal cartilage appear also in the joint 
cartilage. 

The clinical symptoms of late rachitis are the same 
as those of the infantile form, with the exception that 
in older children and adolescents subjective symp- 
toms are mentioned and there may be retardation of 
sexual development. The chief symptoms are pain, 
especially in the zones of growth, muscle weakness, 
oedema over the tibix, swellings in the knee and foot 
joints, ulcers of the leg, deformities of various grades, 
retardation in the longitudinal growth, and nervous 
excitability. Simon noted that during endemics of 
the World War the clinical and roentgen picture in 
the cases of young men resembled that of late rachi- 
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tis, whereas in young girls more osteomalacic symp- 
toms were noted. 

In the interpretation of the roentgenograms the 
changes in the ultimate bone and those in the zones 
of growth must be differentiated. The diagnosis can- 
not always be made from the roentgenogram be- 
cause the hypoplastic cases show few, if any, changes 
in the zones of growth, and in the early cases a 
roentgenologically demonstrable change is entirely 
absent. However, in all severe and moderately severe 
cases, 2 diagnosis is possible if the roentgenogram 
is considered with the clinical symptoms. 

Among the most important signs of rachitis are 
the deformities of the bony system. The majority of 
the deformities of growth are caused by changes in 
the zones of chondral ossification. The flexibility of 
the diaphyses is dependent upon whether much or 
little osteoid tissue is formed. Besides the simple 
curvature, deformities develop at the sites of frac- 
tures and fissures. In addition, there are areas of 
disintegration. Through these, which occur also in 
ysteomalacia, osteopsathyrosis, and hereditary syph- 
ilis, the author endeavors to explain an entire series 
of disease pictures of unknown origin (chronic 
edema of the foot, other anomalies of ossification, 
and true joint bodies). The most important and 
most frequent are the deformities which arise at the 
sites of chondral ossification, in which longitudinal 
growth occurs. Here it is the deficiency of calcium 
which causes hypersensitiveness to trauma. An- 
other possibility is loosening of the epiphysis. 

Individual deformities, such as genu valgum and 
varum, coxa vara and valga, Madelung’s deformity 
of the hand, hallux valgus, and cartilaginous exosto- 
ses are then discussed. Passing next to disturbances 
in the chondral growth of the epiphyses, the author 
summarizes his views regarding Perthes’ disease by 
stating that very many clinical, roentgenological, 
and microscopic findings indicate that the rachitic 
disease plays an important part in its origin, but that 
further investigation is necessary to answer this 
question completely. Curvature of the spine, pes 
planus, and pes valgus are cited as examples of de- 
formity of the zones of growth. Exostoses and spur 
formations on the os calcis and olecranon belong to 
deformities at the sites of periosteal ossification. 
Rachitis is the primary disease of osteochondritis 
dissecans leading to the formation of joint bodies. 

The most important elements in the treatment of 
rachitis are the regulation of the patient’s living con- 
ditions and the administration of phosphorus, cod 
liver oil, and calcium. This treatment is indicated 
also for recently developed deformities. Recently 
developed deformities can be easily corrected and 
immobilized in the corrected position (corrective 
appliances applied to deformities of the legs during 
the night according to the method of Boehm). In 
suitable cases of genu valgum and coxa vara, epi- 
physeolysis comes up for consideration. Later, cor- 
rective dressings and apparatus and osteotomy are 
in order; the latter is indicated also in acute cases if 
correction at one time or gradually does not seem 
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possible after general treatment for at least two 
weeks and the administration of phosphorus and cod 
liver oil. General treatment and the exclusion of 
factors which might lead to fracture must be insti- 
tuted also when the X-ray demonstrates the presence 
of areas in the bone indicating disintegration. 

The prognosis of late rachitis is good, but with 
respect to the permanency of the cure it must be 
guarded (chronic deforming processes in the joints). 

In the final chapter the author deals with the con- 
dition called ‘‘osteomalacia,” a term still used in 
spite of the recognized similarity of the disease to 
late rachitis. The numerous cases of this affection in 
the hospitals and nursing institutions during and 
after the Worl1 War is explained by the fact that it 
usually affects persons in a poor condition and of 
advanced age in whom it is favored also by lack of 
exercise in the open air. Its frequent occurrence dur- 
ing pregnancy is explained by the extraordinary de- 
mands on the organism at this time. It is generally 
believed today that in osteomalacia there is a pluri- 
glandular endocrine disease associated sometimes 
with hyperfunction and sometimes with hypo- 
function of one or more glands. The difference in 
pathologic anatomy between late rachitis and osteo- 
malacia depends, in the first place, upon the fact that 
the disturbances of endochondral ossification are 
absent wherever the hyaline cartilage disappears (it 
remains in the ribs and joints). According to the in- 
vestigations of Pommer and Looser, the origin of the 
calcium-free margins is not always a decalcifying 
process, as osteoid margins may develop from the 
deposition of newly formed bone even in bone whick 
is fully grown. In the explanation of the localization 
in the skeleton the biological conditions in the bones 
are of importance as well as the mechanical. The 
investigations of Partsch and Schmor! and those of 
Alwens have shown that the bone diseases in adults 
observed within the last few years are true osteo- 
malacia. The clinical symptoms show ¢ertain differ- 
ences from those of late rachitis (higher incidence of 
the condition in women, predilection of the disease 
for the vertebra and ribs, in which there may be a 
true rachitic rosary). Rational feeding and the ad- 
ministration of phosphorus and cod liver oil consti- 
tute the essentials of the treatment. 

With the rachitic-malacic diseases—among which 
he distinguished two subgroups, the porotic and the 
hyperplastic malacia—von Recklinghausen included 
fibrous osteitis (metaplastic malacia), the deforming 
osteitis of Paget (hyperostotic metaplastic malacia), 
and osteogenesis imperfecta (myeloplastic and hypo- 
static malacia). STETTINER (Z). 


Guenther, B.: Tumors of the Parathyroid Gland in 
Cases of Multiple Giant-Cell Sarcomata of the 
Osseous System (Ueber Epithelkoerperchentumoren 
bei den multiplen Riesenzellensarkomen des Knoch- 
ensystems). Frankfurt. Ztschr. f. Pathol., 1922, xxviii, 
295. 

Following a review of the cases of parathyroid- 
gland tumors associated with osteomalacia and re- 
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lated diseases which have been observed up to the 
present time, the author reports the case of a 46- 
year-old man with osteomalacia, multiple, so-called 
myeloid and myelosarcomatous tumors throughout 
the entire osseous system, and a tumor of the right 
parathyroid measuring 3.7 by 2 by 2.7 cm. A 
discussion of the nature of parathyroid-gland 
tumors and the brown, so-called giant-cell sarcoma, 
and the relation of these two types of tumor to 
tumors of the parathyroid gland, is summarized as 
follows: 

1. In almost every case in which changes in the 
parathyroid gland were found in association with 
multiple brown tumors of the osseous system, there 
was a tumor-like enlargement of the gland. 

2. The principal substance of the proliferating 
cells of the parathyroid gland consists of cells which 
are stained deeply with hematoxylin-eosin. There 
seems to be some relationship between the function 
of these cells and rickets and osteomalacia. 

3. The extent of the hyperplasia of the para- 
thyroid gland in cases of multiple giant-cell sarco- 
mata leads to the assumption that in this condition 
the osseous system is greatly affected, either in- 
directly by a toxic substance, as Erdheim suggests, 
or directly, through abnormal function of the para- 
thyroid gland. 

These facts considered in connection with the find- 
ings of other pathological and anatomical investiga- 
tions and the clinical course of the tumors indicate 
also that in multiple giant-cell sarcomata we are 
dealing with a chronic inflammatory, or rather, a 
regenerative or degenerative, proliferation, instead 
of a true blastoma. MEYER (Z). 


Osgood, R. B.: Myeloma of the Vertebrze. Boston 
M. & S.J., 1923, clxxxviii, 380. 


The author believes that many cases of myeloma 
of the vertebre have been unrecognized. An early 
diagnosis is of importance. Attention is called to the 
often unrecognized fact that the symptoms are 
intermittent. Osgood describes a case which cov- 
ered a period of six years and in which there was a 
remission of symptoms for nearly two years. He 
states that the best review of this subject is that in 
Ewing’s book on neoplastic diseases. The bibliog- 
raphy in this book is highly commended. 

Osgood recommends Christian’s work on the 
histology of myeloma and Wells’ discussion of the 
relation of multiple vascular tumors of bone to 
myeloma. Ewing’s definition of myeloma is quoted 
as follows: ‘‘A specific malignant tumor of the bone 
marrow arising probably from a simple cell type 
and characterized chiefly by multiple foci of origin, a 
uniform and specific structure composed of plasma 
cells or their derivatives, rare metastases, albumosu- 
ria, and a fatal termination.” 

Osgood states that we have no knowledge of the 
etiology of this condition although infection as a 
cause is sometimes suggested by the clinical picture 
and the general significance of the plasma cells. The 
disease at times resembles a nutritional disorder, 


falling into a group with osteomalacia, and perhaps 
osteitis fibrosa, osteitis deformans, and rickets. 

The chief interest of three cases reported by the 
author lies in the fact that spinal symptoms pre. 
dominated. These cases were similar in character 
to the two reported by Turner. In both of Turner’s 
cases the dominating symptom was pain of a boring 
character. In one, there were symptoms of cord 
pressure and mental symptoms. The blood findings, 
as in Osgood’s cases, were negative, and the urine 
contained no Bence-Jones protein. In the five cases 
the roentgenograms of the spine were inconclusive, 
showing marked atrophy and some change in the 
shape of the bodies and the intervertebral discs, 
The pathologic tissue was characteristic. 

Multiple myelomata may closely simulate tuber. 
culous caries of the spine. Neither the history of 
the case nor the findings of the physical examination 
in the early stages are characteristic of the process. 
The absence of Bence-Jones protein from the urine 
does not exclude the condition. In doubtful cases 
roentgenograms of the skull, the pelvis, and the 
long bones may suggest the nature of the disease, 
even when those of the vertebra are inconclusive. 

Thus far, no treatment has surely influenced the 
course of this fatal multiple tumor growth. Radium 
and high-voltage roentgen rays are therefore worthy 
of a trial. The symptoms arising from myeloma of 
the spine are lessened and may be temporarily held 
in abeyance by recumbency and immobilization. If 
the disease is not too extensive, spontaneous frac- 
tures may unite if the bones are completely fixed. 

Osgood urges that until some other nomenclature 
is generally accepted, the term “multiple myeloma” 
be restricted to the type of growth found in the 
cases here reported. Pape Lewin, M.D. 


Meyer, A. W.: The Theory of Muscle Atrophy on 
the Basis of Experimental Investigations (Theo- 
rie der Muskelatrophie nach experimentellen Un- 
tersuchungen). Mitt. a. d. Grenzgeb. d. Med. u. Chir., 
1922, XXxv, 651. 

As local muscle atrophy generally occurs after 
injuries and diseases in the bones and joints, Meyer 
comes to the conclusion that the “tension theory” 
can easily be made to include all the theories ad- 
vanced up to the present time (the theory of inactiv- 
ity, the theory of inflammation, the reflex theory, 
and the stretching theory). 

According to the ‘tension theory,” the muscle 
tone is a condition of excitation which constantly 
causes decomposition of muscle substance but leads 
to atrophy only in the absence of movement causing 
hyperemia, as in artificial inactivation. Suitable 
stretching of the muscle is a counter-balance 
against the decomposing tonus. LoEFFLer (Z). 


Schubert, A.: The Origin of Ischemic Contracture 
(Die Entstehung der ischaemischen Contractur). 
Deutsche Ztschr. f. Chir., 1922, clxxv, 381. 


The injury of muscles resulting in ischemic con- 
tracture reaches its height insix to eight hours, causes 
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a permanent condition, rarely regresses spontane- 
ously, but does not lead to necrosis of the extremity. 
A vascular interruption alone produces either gan- 
grene or no permanent change, but it never results 
in a true ischemic contracture. Ischemic contrac- 
ture is due to the simultaneous injury of an artery 
and nerve. The nervous regulation of the capillary 
circulation is arrested. A neuritis induced by 
trauma may also lead to considerable disturbance 
of the collateral circulation. An important factor 
still further favoring the development of ischemia 
in cases Of simultaneous injury of an artery and 
nerve is an immobilizing bandage. Particularly in 
the elbow, where the arteries and important vas- 
cular nerves are close together in narrow fascial 
spaces, a bandage may increase the injury to the 
nerves caused by the pressure of an effusion of blood. 
Therefore the use of a circular plaster-of-Paris 
bandage on the arm should be avoided. The con- 
dition of the artery and nerve should be investigated 
most carefully even before the application of a splint. 
If obstruction of the circulation threatens, the in- 
jured site should be exposed surgically. The rup- 
tured artery can then be ligated. The nerve should 
be freed from its bed which has been narrowed by 
the hemorrhagic exudate, and the reduction of the 
fragments then effected. If the patient with ische- 
mic contracture comes for treatment when the 
muscle is completely degenerated and replaced by 
cicatricial tissue, the treatment can consist only 
in correction of the contracture which is most prom- 
inent. HouMEIER (Z). 


Wolf, H. F.: Acute Subacromial and Subdeltoid 
Bursitis: The Clinical Picture, Etiology, and 
Treatment. Am. J. Surg., 1923, XXXvii, 59. 


This article is based on observations made in 
more than 200 cases. 

The only difference in the clinical picture and 
etiology of the subacromoidal and subdeltoidal types 
of bursitis is the localization of the tenderness. 

There are two forms, the fulminating, in which 
the disease begins suddenly or with very slight 
warnings and reaches its height within a few hours, 
and a form in which symptoms are observed for 
weeks. The latter never becomes so severe as the 
former. The pain is excruciating, every motion 
causing agony, and the arm is generally pressed 
against the body. 

In the fulminating form, swelling of the shoulder 
has been observed. 

The difference in the clinical picture may be ex- 
plained by variations in the virulence of the infecting 
organisms. 

The region of the bursa is exceedingly tender, the 
tenderness often extending into the surrounding 
tissues. There are no signs of inflammation in the 
skin but the temperature of the skin over the affected 
area may be slightly increased. 

In about go per cent of the cases the shoulder alone 
is aflected. In the other 10 per cent, manifestations 
of the underlying cause were seen in other parts, 


particularly in the arm of the same side, the entire 
arm or parts of it being swollen. The joints them- 
selves are not affected, only the subcutaneous tissue 
being involved, but the restriction of motion may 
be very marked. Bilateral bursitis is very rare, but 
in some cases complaint is made of “rheumatic” 
pains in other parts of the body. 

A brachial neuritis may precede, accompany, or 
follow an attack of subacromial bursitis. Parasthe- 
sia in the fingers, hyperesthesia of the skin, and 
tenderness of the nerve roots will help in establishing 
the diagnosis of a complicating neuritis. 

The clinical picture is due to an infection by 
streptococcus viridans. The focus is generally found 
in the teeth or tonsils. 

When the attack follows an injury, the injury 
caused a diminished resistance to the streptococcus 
viridans. The effect of salicylates is suggestive. 

In some cases lime deposits are found, but the 
treatment outlined cures the bursitis without chang- 
ing the deposits. Occasionally deposits are found 
also on the unaffected side. The lime deposits may 
cause the irritation. 

Subacromial bursitis is, strangely enough, often 
confused with brachial neuritis. While it is true that 
both may be present at the same time, an uncom- 
plicated neuritis leaves the motion of the arm free, 
however severe the pain. 

Tuberculosis of the joint is characterized by slow 
development and mildness of the pain. Tenosynovi- 
tis is never painful while the arm is kept at rest or 
when moved passively, but there may be very sharp 
pain when active motions are attempted. 

The treatment consists in very gentle massage 
with the whole hand, the application of wet dress- 
ings, and the administration of aspirin. In very 
severe cases a light icebag or ice compress is indi- 
cated. Aspirin is not absolutely necessary, but when 
used, should be administered in large doses. 

The massage should be given once or twice a day, 
with very light pressure, and continued for twenty 
to thirty minutes. No motions should be made until 
the pain subsides. There is no danger of the forma- 
tion of adhesions. 

This condition is due to a focal infection; there- 
fore the focus should be removed if it can be found. 
As it is generally possible to cure the condition by 
the methods described, only teeth with distinct 
abscesses should be extracted. In some cases in 
which the extraction of such teeth was done, re- 
lief was obtained four to five hours later. 

Not infrequently, cases of old subacromial bursitis 
come under observation with acute exacerbations. 
These are due to a focus which was not removed 
during the first attacks. The treatment is the same. 
The pain disappears just as readily, but the restric- 
tion of motion present before the new attacks 
persists. 

All forms of applying heat, the use of the hot 
water bag, baking, and diathermy, are strictly 
contra-indicated as they aggravate the inflammatory 
process. 
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Of the hundreds of cases, only three were not 
cured, and in these a focus could not be found and 
the patient discontinued treatment after three to 
five visits. The cure was always established within 
ten days, and often in three to four days. 


Cowan, J.: The Relation of Sciatica to the Sacro- 
Iliac Joint. Brit. M.J., 1923, i, 372. 


In a review of forty cases of sciatica, Cowan noted 
that sacro-iliac joint pain is frequently associated 
with pain along the sciatic nerve, and that in prac- 
tically every case pressure on the sacro-iliac joint 
causes acute pain along the course of the nerve. 
He believes that the pain is neuralgic and usually 
caused by a peri-arthritis or an arthritis involving 
the sacro-iliac joint. 

Attention is called to the fact that the sacro-iliac 
joint is innervated by branches from the lumbosacral 
plexus, which is also the origin of the sciatic nerve. 
This plexus lies immediately in front of the joint, 
being separated from it by only the pyriformis mus- 
cle. Therefore, by extension, a peri-arthritis would 
produce a neuritis of the sciatic nerve. 

The author shows also that the pain of sciatica 
is produced by bending or walking or motions which 
cause strain on the sacro-iliac joints. Lasegue’s 
sign (flexion of the hip with the knee extended) is 
used as a test for sciatica. This movement not only 
stretches the sciatic nerve, but also puts a strain on 
the sacro-iliac joint. The relief of pain in sciatica is 
obtained by a posture which relieves strain on the 
joint. 

On this assumption that the sacro-iliac joint is 
the seat of the trouble, the author directs his treat- 
ment to the joint, giving no treatment at all along 
the course of the nerve. He has obtained excellent 
results with the use of diathermy as an adjunct. 
This treatment he has found superior to any other, 

especially in chronic cases. Ben N. Wane, M.D. 


Kehl: External Rotation of the Leg in Diseases of 
the Hip Joint (Ueber die Aussenrotation des Beines 
bei Erkrankungen des Hueftgelenkes). Beitr. =. 
klin. Chir., 1922, Cxxvii, 438. 


Outward rotation of the leg is the rule in fractures. 
It is not due entirely to the weight of the leg, as 
the freely hanging leg in a case of fracture of the 
femur is not always rotated outward. The decisive 
factor is the strength of the muscles and joint liga- 
ments. The strongest joint ligament in the body is 
the iliofemoral ligament which, under marked ten- 
sion between the antero-inferior iliac spine and the 
intertrochanteric lines, runs spirally around the up- 
per part of the thigh. This ligament fixes the leg in 
extension and in this position offers considerable re- 
sistance to the external rotators. In relaxation, 
when both of its points of attachment are approxi- 
mated, the external rotators gain the mastery and 
the leg falls in an outward direction. 

Such relaxation may occur in pathologic condi- 
tions as in fracture of the neck of the femur. With 
the gluteus medius muscle, the muscles passing 
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from the pelvis to the thigh and leg elevate the 
large fragment and thereby produce shortening oj 
the injured leg. External rotation then occurs as 
the result of the approximation of the points of at- 
tachment of the iliofemoral ligament and the ac- 
tion of the external rotators. Also in central luxa- 
tion of the femur there is approximation of the points 
of attachment of this ligament with external rota- 
tion. In coxa vara there is displacement of the cap 
of the head downward and also backward. Where- 
as the first deformity results from weight-bearing 
in walking, the second deformity is caused by the 
action of the external rotators. In coxa vara the 
iliofemoral ligament is relaxed by the upward move- 
ment of the neck of the femur. 

In tuberculous coxitis the attempt is made to 
prevent pressure of the tense ligament on the in- 
flamed joint by bringing the leg into a position of 
external rotation, slight flexion, and abduction, the 
points of attachment of the ligament being thus 
approximated. If the consequent relaxation of the 
capsule does not suffice for the increased effusion, 
the points of attachment of the ligament are approx- 
imated still more by increased flexion with adduction 
and inward rotation. If there is a gradual union 
of the bony portions of the joint, the external rota- 
tors again gain the mastery and a position of flexion, 
adduction, and external rotation results. 

SCHUBERT (Z). 


Perthes, G., and Welsch, G.: The Development 
and End-Results of Osteochondritis Deform- 
ans of the Hip Joint (Calvé-Legg-Perihes), 
and the Relationship of This Disease to Arthri- 
tis Deformans (Ueber Entwicklung und End- 
ausgaenge der Osteochondritis deformans des 
Hueftgelenkes (Calvé-Legg-Perthes), sowie ucber 
das Verhaeltnis der Krankheit zur Arthritis de- 
formans). Beitr. klin. Chir., 1922, Cxxvii, 477. 

The authors report the findings made in subse- 
quent examinations of fourteen cases which Perthes 
observed in Leipzig and Tuebingen from the very 
beginning of the disease and re-examined after four, 
six, ten, and thirteen years. Fifty-one very char- 
acteristic roentgenograms of the head of the femur 
are included in the article and are discussed with 
the histories of the cases. 

The case of a little girl, which was followed for 
four consecutive years at the Tuebingen clinic, 
afforded the rare opportunity of controlling the 
very beginning of the process and demonstrated 
that the softening of bone which is characteristic of 
osteochondritis deformans juvenalis may begin in 
a clinically normal femoral head showing a normal 
structure in the roentgen picture. Just as long as 
the process of destruction in the bone progresses 
the clinical symptoms consist of extensive inhibition 
of abduction, diminished rotation with free flexion 
and extension of the thigh, the Trendelenburg gait, 
and absence of pain. On the other hand, improve- 
ment in the mobility is frequently observed at a 
time when the destructive processes in the head of 
the femur do not seem to have reached their climax. 
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According to Perthes, the total duration of the 
entire process from the appearance of the first 
symptoms to the occurrence of the final form of 
the head of the femur is about four and one-half 
years. The final results of this disease as shown in 
the roentgenogram may be divided into two typical 
forms, namely: 

1. The spherical head (ideal healing), which the 
authors observed in five cases, those in which the 
process of destruction did not advance beyond the 
epiphyseal line. In four, the gait had become 
entirely normal but in one there was a slight limp. 
Abduction was possible to 60 degrees, and the 
Trendelenburg sign was absent. Four cases showed 
no shortening but in one case there was ultimately a 
shortening of 2.5 cm. 

2. The cylindrical or fungus-shaped head. This 
was found by the authors in ten (two-thirds) of the 
cases. In one case the condition was bilateral. 
These cases showed a considerable decrease in the 
height of the head and a broadening which caused 
it to project laterally beyond the acetabulum. The 
joint line of the head remained very sharp, evi- 
dently because the cartilaginous covering of the 
head was at no time during the long course of the 
disease seriously affected. The neck of the femur 
was short and broad and in many instances had 
assumed a varus position to the head. The clear 
foci in the bone had entirely disappeared as the 
islands of cartilage had formed a large amount of 
new bone. The acetabulum had accommodated 
itself fairly well to the changed head, having 
assumed a more elliptical form. In five of the 
cases the gait had become normal again. Four of 
the patients limped slightly, and one limped 
markedly with a waddling gait. In seven cases the 
Trendelenburg sign had disappeared, in two it was 
slight, and in one it was somewhat more definite 
but by no means so pronounced as before. The 
formerly restricted abduction had returned to an 
average of 40 degrees except in one case, in which it 
remained restricted because of extensive hyper- 
trophy of the trochanter. Flexion and extension 
were normal, and rotation was only slightly dimin- 
ished. The measurable shortenings amounted to 
1.5 to 2 cm. 

Of the patients who were re-examined later than 
five years after the beginning of the disease, the 
majority were free from pain. In those cases in 
which slight pain was still present the healing 
process was probably not entirely complete. In 
every case, without exception, a constant improve- 
ment was noted after the third year. There was 
never any crepitation. All of the fourteen patients 
subsequently examined felt entirely well and worked 
without hindrance in the most varied occupations. 

These observations, together with about roo late 
findings from the literature (the article is supple- 
mented by a complete bibliography), confirm the 
favorable prognosis of this disease, which Perthes 
has constantly maintained. They show also that 
an operation on the joint (Frund) is not indicated, 


and that treatment with a plaster-of-Paris cast or 
an extension apparatus is entirely unnecessary. 

In regard to the relationship between osteochon- 
dritis juvenalis and arthritis deformans which has 
been claimed recently, the authors state that this 
relationship can be denied on the basis of the 
important differences between the two processes: 

1. Osteochondritis juvenalis begins with a focal 
breaking down of the bone in the interior of the 
epiphysis of the head under an intact covering of 
cartilage, while arthritis deformans begins with 
changes in the joint cartilage followed by changes in 
the adjacent bony tissue. 

2. Osteochondritis juvenalis is confined to a 
definite period of life previous to the completion of 
ossification of the head. Arthritis deformans has 
no such time limit, occurring most frequently after 
the completion of growth. 

3. Osteochondritis juvenalis usually comes to 
an end after a definite period of time. Arthritis 
deformans constantly progresses. 

4. With the complete cure of osteochondritis 
juvenalis, nearly all of the symptoms, which were 
slight throughout the course of the disease, dis- 
appear. In arthritis deformans the symptoms in- 
crease constantly. 

The possibility that an arthritis deformans may 
become associated secondarily with osteochondritis 
must be admitted, but the cases observed up to the 
present time do not support this assumption. 

The authors were unable to find in their material 
any indication that trauma is the chief factor in the 
etiology of osteochondritis deformans juvenalis. 
They reject also the rachitic origin and are inclined 
to accept the theory attributing the condition to a 
congenital anlage. The pathogenesis they describe 
as follows: 

Small portions of growth cartilage remaining un- 
utilized in the bone foci of the growing head of the 
femur as the result of a disturbance of development 
are stimulated to independent growth by an excit- 
ing cause such as trauma and infection. At the 
same time they partially destroy the already pre- 
formed bone, and ultimately become ossified them- 
selves. Weight-bearing and the abnormal new 
formation of bone then cause deformity of the soft 
femoral head. When the proliferated cartilage is 
completely ossified, the disease process ceases. 

MARWEDEL (Z). 


Budde, M.: Precocious Ossification of the Epi- 
physeal Lines and Its Relation to Chondrodys- 
trophia Fetalis (Ueber vorzeitige Wachstums- 
fugenverknoecherung und ihre Beziehung zur 
Chondrodystrophia foetalis). Frankfurt. Ztschr. f. 
Path., 1922, xxviii, 461. 

The author reports two cases of precocious joining 
of the epiphysis and diaphysis in long bones. The first 
was that of a 12-year-old girl who for six months had 
pain in the left knee joint and walked with a limp. 
The left femur was 6 cm. shorter than the right. 
Complete extension of the knee was impossible. 
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The roentgen picture showed the site of the dis- 
turbance to be in the lower end of the femur. The 
diaphyseal segment showed considerable widening 
and embraced the epiphysis in the form of an inverted 
V. The epiphyseal line was clearly recognizable only 
in the lateral condyle. In the middle, corresponding 
to the apex of the inverted V, it had entirely dis- 
appeared. The lateral view showed a considerable 
backward deflection of the epiphysis. This was 
therefore a case of precocious ossification of the epi- 
physeal line beginning in the popliteal plane. 

The second case was that of a 14-year-old girl with 
asymmetrical dwarfism. The arm and thigh were 
short. Bilateral genu varum was associated with 
cubitus varus on the right side. The roentgen pic- 
ture showed the same changes in both thighs as in 
the first case, and similar changes in the lower end of 
the humerus. 

In the author’s opinion, both trauma and rickets 
can be ruled out in the etiology of this rare disease 
picture. He points out the great resemblance of the 
condition to chondrodystrophia fetalis, which also 
leads to precocious synostosis. He believes the 
assumption is justified that it is a late form of 
chondrodystrophia. He concludes that the non- 
traumatic or inflammatory precocious ossification of 
the epiphyseal lines may be looked upon as a clinical 
symptom of the abortive form of chondrodystrophia 
fetalis. Lemke (Z). 


Chesky, V. E.: Primary Osteomyelitis of the Pa- 
tella; Report of a Case and a Review of the 
Literature. Surg., Gynec. & Obst., 1923, Xxxvi, 
398. 


Primary osteomyelitis of the patella is a very rare 
condition. In the cases reported in the literature it 
was never found before the fifth year of age and its 
greatest incidence was between the ages of 5 and 15, 
the period of ossification of the patella. 

The onset is very much like that of osteomyelitis 
in any other part of the body. The abscesses prac- 
tically always point anteriorly, the knee joint being 
involved therefore only in late neglected cases. 

The prognosis as regards function is good with 
early operation. In children, the patella is fre- 
quently reproduced if the periosteum is preserved, 
even after complete removal. 

Dennis W. Crite, M.D. 


Mueller, W.: Callus Formations on the Metatar- 
sals Without Fracture (Ueber Callusbildungen 
ohne Fraktur an den Metatarsalia). Muenchen. med. 
Wehnschr., 1922, \xix, 1475. 


In an experimental investigation the author made 
certain observations which may explain the etiology 
of the painful spindle-shaped callus of the metatar- 
sus described by Deutschlaender. When an artificial 
defect was made in the radius of a dog, a clouding 
of the structure of the bone appeared at the corre- 
sponding site on the ulna, and eventually a sharply 
circumscribed, callus-like spindle-shaped mass of 
bone was deposited. The author considers this pro- 
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cess, described also by Martin, as a true callus for- 
mation without fracture, a reaction to constant 
trauma. VOLLHARDT (Z), 


Von Dittrich, K.: The Cause of Hallux Valgus 
(Ueber die Entstehungsursache des Hallux valgus), 
Arch. f. orthop. u. Unfall-Chir., 1922, xxi, 142. 

In the author’s opinion, the chief cause of hallux 
valgus is walking with the foot in abduction. The 
push in the direction of the head of the first metatar- 
sal bone due to this manner of walking and increased 
by the counter-pressure of the ground must result 
in inward deviation of the first ray which is not 
bound to the lateral metatarsal fan by any muscular 
or ligamentous connection. At the same time the big 
toe is pulled outward by the action of the muscles 
and the shoe to the same extent as the metatarso- 
phalangeal joint is directed inward. 

The purely static etiology of hallux valgus is con- 
firmed by the relation of the metatarsals to one 
another in the roentgenogram of the normal foot as 
compared with the foot with hallux valgus. The 
basic condition, the author believes, is hereditary or 
acquired asthenia of the entire ligamentous and 
fascial apparatus which leads to relaxation of the 
arch of the foot, loosening of the ankle joint, flat foot, 
and, ultimately, genu valgum, which favors the 
development of hallux valgus as a result of the 
abduction gait. SrEVERS (Z). 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Lépez-Trigo, J. T.: The Treatment of Volkmann’s 
Ischemic Contracture (F] tratamiento de la 
retraccion isquémica de Volkmann). Policlin., 
Valencia, 1922, ix, 142. 

In cases of Volkmann’s ischemic contracture the 
Lépez-Trigo diaphyseal resection is needlessly 
traumatizing. The method of choice is a tendon- 
lengthening procedure. The postoperative treat- 
ment should be directed toward the prevention of 
atrophy due to prolonged inactivity and the fixation 
of tendons by adhesions. 

Passive mobilization should be begun the day after 
operation, and from the tenth day, when the sutures 
are removed, the skin over the anterior surface of 
the forearm should be massaged to increase the vital- 
ity of the muscles and impede the formation of adhe- 
sions fixing the skin to the underlying tissues. 
Diathermy and the use of galvanic currents are 
indicated. As soon as the patient is able, he should 
begin active movement. W. A. BRENNAN. 


Harmer, T. W.: Certain Phases of Surgery of the 
Hand. Surg. Clin. N. Am., 1922, ii, 973. 


In old infections and injuries of the hand much 
can be accomplished by careful dissection of the 
scar tissue, the use of fat-and-skin grafts, and carefu! 
supervision of active motion in the after-treatment. 
The foremost consideration in this field of surgery is 
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the prevention of anchoring adhesions and contract- 
ing scar tissue. 

In the suturing of tendons or nerves in fresh 
injuries the author uses an overcasting stitch of silk 
or linen. Very early active motion is instituted, and 
stretching of the approximated parts is prevented 
by careful splinting. 

In order to prevent interference with the circula- 
tion, pressure on nerves, and postoperative oozing, 
no tourniquet is used. Effort is made to minimize 
traumatism. A sharp knife is preferable to the 
scissors. 

The treatment should be carefully planned before 
operation and the motion of each phalanx tested 
separately. It is useless to do tendon reconstruction 
on a finger in the presence of ankylosis of the proxi- 
mal interphalangeal joint. A tiny arthroplasty is 
necessary. In the distal joints this may be reserved 
for a future operation. 

lf the deformity is limited to one finger and in- 
terferes with the use of the rest of the hand, am- 
putation may be indicated. 

Pedicle grafts from the abdomen, buttocks, and 
thighs are extensively used by the author to replace 
the shiny adherent skin over the injured tendons. 

The palmaris longus is often used to fill gaps, and 
silk sutures have been found serviceable, especially 
in old avulsions of the extensor tendons at the 
terminal phalanx. 

In old infections of the palm the introduction of 
fat is a valuable procedure. As a rule this graft is a 
pedicle graft of skin and fat. The structures, in- 
cluding the lumbricales, should be carefully dissected. 

Where there is loss of tendon substance it is best 
to graft the skin first and delay the repair for a later 
operation. The author cites several cases to show 
the value of this procedure. 

In cases of old injuries and infections about the 
wrist and forearm wide incision is necessary, often 
extending from the base of the palm up the forearm 
and dividing the annular ligament. 

If nerve loss is great, it may be best to resect a 
portion of the lower ends of the radius and ulna to 
facilitate bridging. 

Cases of diffuse tuberculous tenosynovitis and a 
case of diffuse angioma of the wrist were treated by 
complete excision. Rosert V. FunsteNn, M.D. 


Von Stubenrauch: Autoplastic Transplantation of 
Bone in the Soft Parts (Beitrag zur autoplas- 
tischen Knochenverpflanzung in die Weichteile). 
Frankfurt. Ztschr. f. Path., 1922, xxviii, 477. 


In 1909 the author removed the tuberculous first 
phalanx of the ring finger of a 12-year-old girl, to- 
gether with part of the dorsal tendon, and trans- 
planted into the defect the first phalanx of her third 
toe, with a piece of the dorsal joint capsule and a 5- 
cm. piece of the extensor tendon of the toe. Primary 
healing occurred. 

After six weeks the metacarpal and interphalan- 
geal joints were fairly freely movable with the use of 
a little force. In the roentgen picture the trans- 


planted phalanx cast a dense shadow and its upper 
epiphyseal line was still distinctly visible. On the 
radial side of the transplant were several small ossi- 
fication shadows. 

After one and one-half years the finger was short- 
ened and movable as before. The bone shadow was 
considerably lighter, the compacta of the trans- 
plant had become very thin, and the upper epi- 
physeal line could not be seen. On the radial side of 
the phalanx, the X-ray showed, in the area formerly 
occupied by the small ossification shadows, a small 
spur produced by apposition of bone. 

After twelve years the shortening of the finger 
was more marked and there was no improvement in 
function. The transplant had remained healed in 
place without reaction, but its shape was somewhat 
altered. The roentgen ray showed that the com- 
pacta of the central portion had become considerable 
thicker, and the spur had entered the bone substance 
of the phalanx. An enlargement of the plate sug- 
gested that during these years there had been an 
alteration in the spongy structure, a regularly con- 
structed narrow-meshed framework having been 
formed in the middle portion. 

Contrary to the findings of other investigators, 
there was no continued survival of the epiphyseal 
cartilage; at the end of a year and a half it had dis- 
appeared entirely. Whereas heretofore it has been 
assumed that the transformation of a transplanted 
small bone is complete in about three months, this 
process in this case required a much longer period. 

In another case, von Stubenrauch attempted to 
implant a portion of bone in the soft parts left after 
disarticulation of the hip in order to obtain a stump 
suitable for a prosthesis. The patient was a 54- 
year-old woman with an osteochrondrosarcoma of 
the femur. Immediately after extirpation of the 
femur, the author grafted into the soft parts a 15- 
cm. piece of the tibia of the amputated limb from 
which he had curetted the marrow. He then 
sutured the muscles about this bone, and into the 
peripheral end of the empty marrow cavity inserted 
a glass tube for the drainage of secretion. Un- 
fortunately, infection developed, making several in- 
cisions necessary. Because of this condition, the 
author sought to remove the transplant after four- 
teen days, but found it had become so united with 
the surrounding tissues that even the strongest pull 
with forceps at the projecting end would not loosen 
it. As the suppuration stopped, the transplant was 
finally removed after three and three-fourths months; 
this was performed with difficulty because, about the 
bony cylinder as well as in the acetabulum, the tibia 
had become adherent to the surrounding tissues 
through newly formed bone tissue so that an uneven 
covering of bone plates remained in the stump, 
which were clearly to be seen in the roentgen picture 
fourteen days after the operation. The removed 
graft was examined macroscopically and micro- 
scopically. 

The erosions and processes of new formation in 
the transplant were all from the periosteum outward 
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and varied in different areas according to the degree 
of the local infection. This case proved again that 
the healing in of a bone transplant may succeed in 
spite of infection. 

In conclusion the author states that hereafter in 
performing the operation he will use pieces of com- 
pact long bone cut longitudinally. MArwepet (Z). 


Albrecht, H. A.: The Choice of the Site for Ampu- 
tation with Reference to Subsequent Prosthe- 
sis (Die Wahl der Amputationsstelle unter Berueck- 
sichtigung nachfolgender Prothesierung). Ver- 
handl. d. Russ. Chir. Pirogoff-Ges., Petrograd, 1922. 


Without entering upon a discussion of recent 
advances in the technique of operations and the 
construction of prostheses, the author gives the 
practising surgeon a few suggestions which, on the 
basis of his six years’ experience with many thou- 
sands of amputations, he considers of importance. 

First of all, it is necessary to abandon the prin- 
ciple of amputating as far distally as possible. This 
principle holds only for the upper extremity where, 
of course, every centimeter of stump is of value. 
Elsewhere, amputation should be performed at such 
a level and in such a manner that some typical 
model of prosthesis can be easily applied which will 
answer the patient’s requirements. Both with pa- 
tients and apparatus it has been demonstrated that 
all foot amputations below the malleoli, in spite of 
excellent stability and a certain independence of 
prosthesis, can never give the effect secured by 
amputation below the knee. 

Disarticulation at the large joints should be aban- 
doned since the soft tissues covering the sides and 
the end of the stump do not have sufficient resistance 
to rubbing and pressure, and since the broad stump 
makes the attachment of artificial limbs more 
difficult or demands special contrivances. Persons 
subjected to disarticulation of the humerus, for ex- 
ample, do not become accustomed to the pressure of 
a prosthesis and suffer even from the pressure of 
heavy clothing. 

In an osteoplastic procedure one should be certain 
of the result. In amputations of the leg at the site of 
election, active, free and vigorous movements of the 
stump should be maintained. Unless one can make 
certain of this, he should make use of the bent knee 
as a support for the prosthesis from the very outset 
or choose the Gritti amputation. 

In amputation of the thigh in the proximal third 
one should secure a well-covered stump from 18 
to 20 cm. in length, or make the incision high up 
under the lesser trochanter, and then proceed with 
regard to the prosthesis as after a disarticulation. 
In both cases a typical and secure prosthesis can 
be easily attached. Otherwise the primary adapta- 
tion of the artificial limb is imperfect and its func- 
tional value remains impaired, especially in the 
cases of persons engaged in physical labor. 

For wide-scale application and for the majority of 
cases of war injuries kinetoplastic operations are 
useless. 


In the case of the elbow joint a supracondylar 
amputation of the humerus is to be preferred to 
preservation of the articular portion of the joint. 
VoN DER OSTEN-SACKEN (Z). 


FRACTURES AND DISLOCATIONS 


Gubler, H.: The Prognosis of Dislocation of the 
Shoulder Joint (Zur Prognose der Schultergelenk- 
luxationen). Schweiz. med. Wchnschr., 1922, li, 960, 
985. 

Following a review of the various methods of 
treatment, the author states that any form of pro- 
tracted immobilization after the reduction of a dis- 
location is extremely harmful. He agrees with De 
Marbaix, who insists upon immediate active and 
passive motion after the reduction of a shoulder dis- 
location. De Marbaix prescribes passive movement 
immediately after the reduction, does not apply any 
bandage, even a sling, and allows the patient to 
practice active movements the following day. He 
has never had a recurrent or habitual dislocation, 
but, on the contrary, has obtained absolute cures in 
97 per cent of his cases in an average of eighteen 
days. 

Gubler’s material includes all the cases of an in- 
surance company, chiefly cases treated by general 
practitioners, in which there had been a more or 
less protracted immobilization of the arm. The 
most frequent dislocation was the subcoracoid dis- 
location (43.8 per cent). The right side was affected 
in 47.2 per cent. Among 252 cases, only twenty- 
five (10 per cent) had a permanent injury. In the 
uncomplicated cases the average period before a 
complete cure was obtained was thirty-eight days. 
It increases with increasing age, is longer in cases 
of injuries on the right side because the right arm is 
used more intensively than the left, and varies 
among different types of laborers. 

Invalidism occurred in only 5.9 per cent of the 
cases of uncomplicated dislocations. Among these 
was a case in which reduction was done forty days 
after the injury, motion was begun the very first 
day after the reduction, and a cure resulted after 
thirty-three days. 

The demand for compensation was prompted in 
the majority of cases by a traumatic arthritis. 
Frequently this condition does not improve, and 
now and then it becomes increasingly worse. 

As a rule the period of healing was longer in cases 
of axillary dislocation (forty-three days), but even 
these healed perfectly. Of the complications, the most 
important is simultaneous injury of the bone, usually 
the greater tuberosity. Thirty per cent of the per- 
sons with complicated dislocations received perma- 
nent compensation. The avulsion of the greater 
tuberosity occurs more often in the axillary disloca- 
tion; the period of healing averaged eighty-two 
days. Injuries of the nerves are the most serious. 
In 50 per cent of the cases the injury was permanent: 
the duration of healing averaged one hundred and 
fifty-two days. If injuries of the nerves and bones 
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are present, the prognosis is unfavorable; perma- 
nent compensation was necessary in every case of 
this type. Deus (Z). 


Fairbank, H. A. T.: Operative Treatment of Dis- 
located Hips, Congenital and Pathological. 
Proc. Roy. Soc. Med., Lond., 1923, xvi, Sect. Orthop., 

Open operations are resorted to by the author 
to effect reduction, to prevent relapse in a hip 
already reduced, and to relieve pain in an old dis- 
location. Cases suitable for open reduction are 
those of children between 3 and 6 years of age in 
which the dislocation has resisted two manipulative 
attempts. Cases of unilateral dislocation in children 
over 6 years of age must be carefully selected. No 
cases of bilateral dislocation in children over 6 
years should be operated upon. The author believes 
that manipulative reduction is usually the method 
of choice. 

Operation must be preceded by manipulation and 
stretching of the muscles. On the operating table 
the patient is tilted slightly toward the normal side 
by means of a sand bag under the sacrum. An 
incision is made along the crest of the ilium to the 
antero-superior spine and downward between 
the tensor fascia femoris and the sartorius. The 
muscles are stripped from the ilium subperiosteally. 
The front of the joint is exposed and the psoas 
partially or completely divided near the lesser 
trochanter. The joint is opened on its anterior 
aspect low on the neck. The capsule bounding the 
lower margin of the isthmus is notched with a hernia 
knife and the isthmus dilated. Reduction is at- 
tempted by manipulation, aided if necessary by a 
spoon-shaped lever. If the patient can stand 
further procedure, an upper lip to the acetabulum is 
fashioned. 

After the operation the leg is fixed in plaster of 
Paris either in the Lorenz or the “axillary position.” 
The plaster does not always include the knee. After 
two weeks the plaster is cut off, the stitches are 
removed, and new plaster is applied. 

The after-treatment consists in retaining the leg 
in at least right-angle abduction for six months and 
applying further casts with slightly diminished 
abduction for two to four months. Walking is 
permitted after the first six weeks unless extreme 
abduction is necessary. 

In cases with much shortening, in which it is nec- 
essary to reduce the dislocation over the upper and 
back margin of the acetabulum, the author has dis- 
covered a heaping-up of the synovial membrane in 
front of the femoral head. 

When the femur fails to remain reduced because of 
shallowness of the upper acetabular rim, a periosteal 
flap is turned down from the ilium over the upper 
margin of the acetabulum. The procedure is then 
the same as before, except that the capsule,is not 
opened. A curved incision is made in the periosteum 
parallel to, and 1% in. above, the upper margin of 
the acetabulum, curving down behind more than in 


front. The periosteal flap so formed is then turned 
down with a flake of bone. The separation is carried 
just beyond the acetabular margin. The reflected 
head of the rectus is left attached and turned down 
with the flap. A crescentic bone graft including 
periosteum, the outer compact bone layer, and some 
cancellous tissue, is then cut from the dorsum ilii a 
little below the crest, laid on top of the osteoperi- 
osteal bone flap, medulla to medulla, and fastened to 
the flap by means of a small bone peg cut from the 
ilium or with sutures. The wound is then closed and 
the leg put in plaster of Paris in abduction at a 
little more than go degrees. 

Three of eleven openly reduced hips remained re- 
duced. Two showed good X-ray and functional re- 
sults two and one-half to four and one-half years 
after the reduction. The acetabulum-forming opera- 
tion was performed on eleven hips. In three, the 
result was satisfactory. In four, there was anterior 
reposition, in one, absorptive arthritis, and in one, 
a relapse. The other cases could not be traced. 

The author believes that simple excision of the 
head of the femur through an anterior incision is 
the best method for the relief of pain in untreated 
or imperfectly cured cases of dislocation. 

Paralytic dislocations require especially careful 
selection as in many cases the severity of the paraly- 
sis contra-indicates operation. 

Joun MitcHe M.D. 


Stephens, R.: Fracture of the Spine of the Tibia. 
J. Am. M. Ass., 1923, 905. 


The fact that fracture of the tibial spine is rare 
prompts the author to report the two cases he has 
treated in the past six years. 

The first case was that of a soldier 19 years of 
age whose knee was twisted when he was tackled 
during a football game. When examined by the 
author the knee was extremely swollen, painful, and 
ecchymotic, and there was almost complete absence 
of motion. No lateral movement was possible. The 
X-ray revealed a fracture of the upper end of the 
tibia with fracture and separation of the tibial spine. 
Further information regarding this case was unob- 
tainable. 

The second case was that of a boy of 16 years who 
was also thrown by a tackle in a football game. A 
sudden sharp pain and a snap occurred in the left 
leg. Given treatment for sprained knee, he was un- 
able to use the leg for four months. After non-use for 
a while the knee became stiff. Examination made 
by the author was negative except for a slight limp. 
Extension was limited about 10 degrees. The X-ray 
showed a fracture of the external tubercle of the 
tibial spine with detachment of two small fragments. 

At operation, in which a U-flap with its base up- 
ward was formed and a patella-splitting incision was 
made, a fracture of the tibial spine and small bony 
fragments embedded in the fibrous tissue were found. 
Movement of the knee demonstrated that these frag- 
ments with the surrounding fibrous tissue mass be- 
came jammed between the femur and tibia and pre- 
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vented extension beyond 170 degrees. The mass was 
excised. The patella was not sutured, but the wound 
was closed with plain catgut. Healing occurred by 
primary intention. The patient left the hospital on 
the eighteenth day. When seen again two months 
and five months after the operation he walked with- 
out a limp. 

The cause of fracture of the tibial spine is always 
a severe injury associated with violent twisting of 
the body. In most cases rupture of the crucial 
ligaments occurs. 

The author’s conclusions are as follows: 

1. Fracture of the tibial spine is an unusual oc- 
currence, but not so rare as is generally believed. 

2. Traumatism is the cause. 

3. Rupture of the crucial ligaments is frequently 
associated. 

4. The X-ray is necessary for the diagnosis. 

5. Conservative treatment is usually successful 
in recent cases and occasionally successful in old 
cases. 

6. In old cases with blocking of extension, opera- 
tion is indicated. 

7. A split-patella operation affords the best 
approach. 

8. The final results of operation are excellent in 
all cases. Joun MitcuHett, M.D. 


Leclerc, G.: The Treatment of Dupuytren’s Frac. 
ture by Screwing on the Internal Malleolus 
(Le traitement des fractures de Dupuytren par le 
vissage de la malléole interne). Presse méd., Par., 
1923, XXxi, 165. 

Leclerc describes Dupuytren’s fracture as a frac- 
ture of the internal malleolus plus a fracture of the 
fibula, usually above its malleolus. As the fracture 
of the fibula is extra-articular and consequently 
without influence on the ankle mortise, proper fixa- 
tion of the internal malleolus is all that is necessary 
for complete reduction. Leclerc urges open opera- 
tion under local anesthesia for the insertion of a 
screw through the fractured internal malleolus to 
hold it rigidly in place against the tibia. Move- 
ment of the ankle may be begun three or four days 
later. KELLOGG SPEED, M.D. 


Vulliet, H.: An Undescribed Fracture of the Cal- 
caneum (Une fracture inedite du calcaneum). Ré2. 
med, de la Suisse Rom., 1922, xlii, 815. 


The author reported two cases with pain localized 
on the dorsum of the lateral surface of the foot and 
associated with moderate ecchymosis. The X-ray 
plates in each instance showed a fracture through 
the tip of the anterior process of the calcaneum. The 
cause was a fall. Loyat E. Davis, M.D. 


Ha 
an: 
gel 
ext 
ot 
dit 
lov 
cir 
tu 
an 
isc 
ar 
tic 
af 
of 
ra 
ne 
ar 
tk 
in 
ty 
is 
tr 
01 
m 
01 
n 
b 
h 
t 

t 

a 

\ 

| 

t 


SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Hammer, A. W.: Cirsoid Aneurism: What Is It? 
How and When Can It Be Treated? Med. 
Times, 1923, li, 63. 

Very little is known as to the etiology or morbid 
anatomy of cirsoid aneurism, and there is a diver- 
gence of opinion as to its proper classification. Many 
excellent surgeons consider it a true aneurism, while 
others recognize a marked difference in the two con- 
ditions. Judd of the Mayo Clinic is quoted as fol- 
lows: ‘‘True aneurism should be distinguished from 
cirsoidal arterial tumors by the fact that these 
tumors are composed of numerous pulsating arteries 
and veins, and the mass of a true aneurism is an 
isolated enlargement over a large surgical artery.” 

Factors favoring cirsoid aneurism are frost-bite, 
arteritis, and traumatism. Some ascribe the condi- 
tion to a developmental fault in the vascular area 
affected. 

The process shows itself as a pulsating meshwork 
of arterial sinuses from which pulsating vessels 
radiate. It occurs most frequently in the scalp, and 
next most frequently on the face and hands. Its 
greatest incidence is between the advent of puberty 
and adolescence. 

The symptoms and signs of this condition present 
themselves after the disease is well advanced. They 
include bulging of the skin, pulsation, tortuosity and 
twisting of the arterioles, a thrill, and a bruit. Pain 
is caused by pressure on the cutaneous nerves. 

In the treatment various measures have been 
tried. These include the injection of boiling water 
or an astringent into the mass, its destruction by 
means of caustics, electropuncture, ligation of one 
or both external carotids, and ligation of the com- 
mon carotid. The last procedure is very danger- 
ous, especially in the aged. 

The author recommends the removal of the growth 
by excision of the aneurism, and the control of 
hemorrhage by ligation of the afferent and efferent 
vessels, I. Epwarp BisHxow, M.D. 


Guyot and Jeannency: The So-Called ‘‘Effort’’ 
Thrombophlebitis of the Axillary Vein (Throm- 
bophlébite dite “par effort” de la veine axillaire; 
examen anatomo-pathologique). Bull. et mém. Soc. 
de chir. de Par., 1923, xlix, 231. 


This article reports the case of a patient without 
tuberculosis, chronic intoxication, or hepatic dis- 
turbances, who developed thrombophlebitis of the 
axillary vein after slight exertion. Excision of the 
venous segment was followed. by recovery. 

Such cases are rare, only about twenty being 
known. In the authors’ case microscopic examina- 
tion of the excised vein segment showed the lesions 


of endophlebitis with hyperplasia of the cells of the 
intima, a very marked leucocytic reaction, and 
organization of the clot. These findings suggest 
trauma and slight infection. They have therefore 
great value, not alone from the anatomo-pathological 
point of view, but also from that of pathogenesis. 
Trauma may cause thrombosis, especially in those 
predisposed, and very often favors localization in a 
vein with latent infection. W. A. BRENNAN. 


Mitchell, J. F.: Mesenteric Thrombosis. Ann. 
Surg., 1923, Ixxvii, 299. 

The author reports a case of mesenteric thrombo- 
sis, or as he prefers to call it, mesenteric vascular 
occlusion, and gives a brief résumé of three other 
cases. 

Mitchell’s patient, a girl of 20 years, with a 
history which was negative except for indefinite 
digestive disturbances and a mild anemia, was 
suddenly seized with violent epigastric pain accom- 
panied by frequent vomiting. Six hours after the 
onset, physical examination revealed nothing ab- 
normal, the pulse and temperature were normal, the 
leucocyte count was 21,000, and an enema produced 
a normal movement, but the intense abdominal 
pain persisted. On the morning of the second day 
the condition was essentially the same except that 
the abdomen seemed slightly full. There was no 
tenderness, rigidity, or dullness. At noon of the 
second day the pulse was 120 but the temperature 
was normal. Operation was performed about 
twenty-four hours after the onset of the condition. 

Upon the induction of ether anesthesia the pa- 
tient stopped breathing and showed signs of deep 
shock, but was revived by artificial respiration. 
This was repeated on resumption of the anesthetic. 
Saline was then given subcutaneously, ether was 
administered from time to time through gauze, and 
the patient restrained by assistants. When the 
abdomen was opened a large quantity of bloody 
fluid escaped and a black coil of intestine the lower 
18 in. of the ileum, presented. The mesentery of the 
involved bowel was thick, oedematous, and infiltrated 
with blood, and there was no pulsation in the mes- 
enteric vessels. The affected bowel was resected, a 
lateral anastomosis was made, and the abdomen 
closed with drainage. 

For forty-eight hours the patient was in shock 
but then reacted promptly and convalesced rapidly. 
Three weeks after the operation she was walking. 
Three months later she was in perfect health and 
the only ill effect was an increased number of bowel 
movements. 

The pathology of mesenteric thrombosis is essen- 
tially that of hemorrhagic infarction. In 60 per 
cent of the cases it is produced by arterial occlusion, 
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usually of the superior mesenteric artery. The loop 

of bowel supplied by the occluded vessel becomes 
engorged with blood, the wall thickened, and the 
lumen distended with gas and fluid. Paralytic ileus 
develops, and if this is untreated, gangrene and per- 
foration result. The mesentery becomes markedly 
infiltrated and thickened. If the affected loop of 
bowel is very small, collateral circulation may main- 
tain the nutrition of the segment. 

Severe and agonizing pain of sudden onset and as 
a rule located in the epigastrium or about the navel 
is the most striking and earliest symptom. In many 
cases it is constant rather than spasmodic, this be- 
ing attributed to the distention of the mesentery. 
Tenderness and abdominal distention are usually 
present, but rigidity does not occur until late. On 
palpation the distended loop of bowel may give 
rise to a sensation of resistance or may be felt as a 
distinct tumor. Dullness may be elicited in the 
flanks because of free fluid in the peritoneum. 
Vomiting is usually severe for the first few hours. 
The vomitus may be bloody, but it decreases after 
the first few hours. Constipation is common but in 
rare cases there is a bloody diarrhoea. The tempera- 
ture rises only in the late stages, but as soon as the 
condition is well established the pulse becomes 
small and rapid. The rapid pulse is accompanied 
by pallor or cyanosis and the patient presents the 
picture of profound shock. 

The diagnosis is difficult because of the extreme 
variation in the symptoms. The differential diagno- 
sis demands a consideration of the mechanical 
causes of intestinal obstruction as well as acute 
pancreatitis, twisted ovarian cyst, etc. An aid to 
the diagnosis is the fact that the condition is usually 
a mechanical rather than an infective process. 

The treatment consists in immediate resection of 
of the affected area with a safe margin of healthy 
bowel. The mortality in cases operated upon, how- 
ever, is estimated as from 75 to go per cent. Accord- 
ing to Flint, the amount of small bowel which may 
be safely resected is about 50 per cent, but resec- 
tion of smaller amounts may be attended by serious 
metabolic disorders. The clinical manifestations of 
metabolic disorders due to resection consist largely 
of diarrhoea and inability to absorb fat. 

Despite reports of spontaneous recovery in sus- 
pected cases of mesenteric occlusion, abdominal 
exploration is the only rational procedure if the 
symptoms are acute. Dennis H. Ketty, M.D. 


Key, E.: Embolectomy in the Treatment of Cir- 
culatory Disturbances in the Extremities. 
Surg., Gynec. & Obst., 1923, XXXvi, 309- 

Key has removed emboli from arteries of the ex- 
tremitics ten times in the cases of nine patients. 
The operation was performed in from two hours to 
four days after the earliest symptoms. (Gangrene 
occurred after four of the operations, but in the rest 
of the cases the results were good. 

The first completely successful embolectomy was 
performed in 1911 by Sabey who removed an em- 


bolus from the femoral artery six hours after its 
appearance. The second successful operation was 
done by Key. 

Key reports fifty-one cases from the literature, in- 
cluding his own. Since there is no case of recovery 
when the operation was performed after twenty-four 
hours, he studied the thirty-six cases which were 
operated upon within twenty-four hours. In six- 
teen cases the results were good, in twelve gangrene 
developed, and in eight death occurred immediately, 

The embolus with the resultant thrombus should 
be removed as thoroughly as possible without injur- 
ing the intima. Clamps placed above and below 
the embolus should not crush or injure the artery. 
Oscar E. NApeau, M.D. 


BLOOD; TRANSFUSION 


Wright, A. E.: New Principles in Therapeutic 
Inoculation. Lancet, 1923, cciv, 365, 417, 473. 

This is a long paper reviewing the history of 
therapeutic inoculation. 

The original Pasteurian code is as follows: 

1. The essential preliminary to any prophylactic 
procedure is to possess ourselves of the pathogenic 
organism, or if this is as yet undiscovered, of the 
virus that contains it, and to manufacture a vaccine 
from this. 

2. The vaccine must consist of living germs, but 
these must be attenuated. 

3. When an appropriately attenuated vaccine, 
that is, a vaccine which can be warranted to produce 
only a moderate clinical reaction, has been obtained, 
the exact quantum implanted will not be of material 
importance. 

4. Bacterial vaccines should be implanted sub- 
cutaneously. 

5. Vaccination is applicable only to the un- 
infected. 

6. The protection conferred by the vaccine is 
always specific, in other words, protection is ob- 
tained only against the species of pathogenctic 
agent of which the vaccine consists. 

7. Protection is obtained after the lapse of ten 
or more days from the date of inoculation. 

8. Vaccination may be resorted to in the incuba- 
tion period of a disease, provided the incubation 
period has still more than ten days to run. 

Ehrlich enunciated the general principle that in 
vaccines the living or dead germs, as such, cannot be 
the actual antigens; that these must be dissolved 
elements; and that the bacteria in vaccines, wheth- 
er they are dead or alive, may be in reality only 
mother substances of antigens. Pfeiffer, by the in- 
corporation of dead typhoid bacilli into man, ob- 
tained a production of agglutinating substances. In 
consequence, attention was focused in the first anti- 
typhoid inoculations upon the production of agglu- 
tinins. Measurements of the bactericidal power of 
the blood were then undertaken, and it was estab- 
lished that when quanta of typhoid vaccine which 
produce moderately severe constitutional distur- 
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bance are incorporated, inoculation is followed first 
by a negative phase, in which the bactericidal power 
of the blood is reduced, and then by a positive 
phase, in which the bactericidal power may be in- 
crease! as much as one-thousand fold; further, that 
when doses which produce very severe constitutional 
disturbance are employed, the negative phase is 
protracted, in some cases perhaps indefinitely; and 
lastly, that when doses which produce only trifling 
constitutional disturbances are employed, a positive 
phase is obtained without the intervention of any 
negative phase, and the bactericidal power of the 
blood is very considerably increased after an inter- 
yal of twenty-four hours. 

When the patient is infected the dose should stand 
in inverse relation to the volume of the infection. 

Then follow principles founded upon a more de- 
tailed study of the changes produced in the blood by 
inoculation of vaccines in vivo and in vitro: 

1. When vaccines in appropriate doses are added 
to the blood, whether in vivo or in vitro, instanta- 
neous epiphylactic response is evoked, and the 
maximal response may be expected after only a very 
short delay. 

2. The epiphylactic response in question consists 
in an extrusion of opsonic and bactericidal elements 
from the leucocytes. It is mainly by this ectocytic 
chemical action, and only to an insignificant extent 
by phagocytosis and internal digestion, that the 
bactericidal action of the leucocytes is exerted. 

3. The antibacterial substances here in question 
are polytropic; in other words, they operate not only 
upon homologous but also upon quite unrelated 
species of bacteria. 

4. When the effective dose of vaccine for intra- 
venous application has been ascertained, this method 
of administration, because of its certainty and 
rapidity of action, is to be preferred to subcutaneous 
inoculation. 

5. In septicemias and other heavy bacterial in- 
fections the leucocytes lose their power of respond- 
ing to vaccines. In such cases it is essential before 
inoculating to satisfy one’s self that the blood still 
retains its power of epiphylactic response. 

6. When, by reason of the poisoning of leuco- 
cytes, active immunization by means of vaccines is 
ruled out, the method of immuno-transfusion should 
be resorted to; in other words, healthy human blood 
which has made proper epiphylactic response should 
be incorporated. 

These data were obtained by adding measured 
quanta of vaccines or, as the case may be, living 
bacteria, to the blood as a whole or its separate ele- 
ments. 

The author then considers in detail the nature of 
epiphylactic response. The epiphylactic response 
can be evoked in the blood by vaccines; it can be 
evoked both in vitro and in vivo; it is characterized 
by a sudden increase in the bactericidal and opsonic 
power of the serum, and this increase is the result of 
a sudden evacuation of polytropic bactericidins and 
opsonins from the leucocyte. When a normal blood 


is vaccinated in vitro with dead bacteria and then 
tested with living bacteria, and also when blood is 
tested which has been acted upon by antigens in 
vivo, the event will depend upon the total of antigen 
which has been brought into operation in the vac- 
cinating procedure or auto-inoculation on the one 
hand, and the assaying procedure on the other. 
The experiments described brought into promi- 
nence the fact that, in immunization, quantitative 
considerations dominate the situation. When we 
want to evoke immunizing response in the blood we 
must employ one particular range of doses, and 
when we want to ascertain what has been achieved, 
we must again employ a particular range of doses. 
Morris H. Kaun, M.D. 


LeCalvé, J.: A Vascular Crisis Produced by Con- 
striction of an Extremity (Crise vasculo-sanguine 
par ligature d’un membre). Presse méd., Par., 1923, 
xxxi, 78. 


In previous experimental work the author demon- 
strated that constriction of an extremity produces 
very definite modifications in the vascular system 
which are analogous to those produced in colloidal 
or anaphylactic shock. These changes consist of a 
decrease in the systolic blood pressure, a positive 
oculo-cardiac reflex, slowing of the pulse, an increase 
in the coagulation time, a decrease in the number 
of erythrocytes and leucocytes, and inversion of the 
leucocytic differential count. The same findings 
occur in asthma, urticaria, angioneurotic oedema, 
and alimentary anaphylaxis. 

The author believes that such constriction of an 
extremity may be used as a prophylactic measure to 
combat anaphylactic shock—in other words, as a 
method of desensitization. In clinical cases it has 
prevented attacks of asthma, urticarial attacks, and 
anaphylactic shock attendant upon the injection 
of antitetanic and antidiphtheritic serum and neo- 
salvarsan. It is believed that the vascular changes 
so produced occur by reflex stimulation of the vagus 
which results in a reflex slowing of the heart and 
persistence of the oculo-cardiac reflex. Vasodilation 
occurs within the viscera while the peripheral capil- 
laries become constricted. The latter fact probably 
explains the leucopenia. Loyat E. Davis, M.D. 


Mino, P.: Research on Variation in Blood Groups 
(Ricerche sulla modificabilita dei gruppi sanguigni) . 
Riforma med., 1923, XXXix, 75. 

The phenomenon of iso-agglutination of human 
blood has rendered possible the differentiation of 
four different qualities of blood. Classification in a 
given group is a racial and individual characteristic 
which is constant through life and transmitted by 
heredity. 

A short time ago Eden claimed that he had been 
able to cause a change in iso-agglutination by the 
administration of certain chemical substances. 
Mino repeated Eden’s experiments on thirty persons 
but found no modification in the blood group in any 
case. W. A. BRENNAN. 
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Leebron, J. D.: A Preliminary Report on Blood 
Transfusion in Malnutrition and Infantile 
Atrophy. N. York M.J.& Med. Rec., 1923, cxvii, 
208. 


In cases of malnutrition and infantile atrophy 
which do not respond to pediatric measures or fail 
to make any progress, transfusion may give an early 
favorable outcome. The indications for transfusion 
are: (1) improper assimilation of food resulting in 
atrophy and progressive loss of weight; (2) secondary 
anemia from any cause resulting in malnutrition; 
(3) circulatory depletion from such conditions as 
acute gastro-intestinal disturbances with the associ- 
ated signs of collapse; (4) cases of apparent ex- 
haustion with coldness of the extremities, semi- 
cyanosis of the skin, very feeble heart sounds, and 
a thready pulse, and in which a definite diagnosis 
cannot be established. If there is no anemia, 
transfusion is of little value. 

Death may result from hypertransfusion or too 
rapid introduction of the blood. It is better to give 
small amounts, repeated in ten days to two weeks, 
than to give a large amount at the first transfusion. 
The author considers the limit of safety to be with- 
in ro c.cm. to the pound of body weight. 

In selecting donors the following conditions are 
essential: (1) a negative Wassermann; (2) a satis- 
factory blood count; (3) compatibility of the donor’s 
and recipient’s blood. The third test should never 
be omitted. Pemberton states that infants develop 
their own group after two weeks. In the cases 
of extremely ill patients and when the type read- 
ing is doubtful, a crossed hemolysis test should be 
made. 

The indirect method using citrated blood or the 
direct method using whole blood with the syringe- 
cannula technique may be employed. The superior 
longitudinal sinus seems to be the simplest route 
for transfusion in infants when the anterior fonta- 
nelle is open. The basilic, cephalic, or the internal 
saphenous vein may be used. The blood should 
be administered very slowly. The author allows 
forty to sixty seconds for each cubic centimeter of 
blood. 

Meleny states that repeated transfusions increase 
the likelihood of a reaction. In dehydrated cases 
transfusion seems more permanently beneficial than 
intraperitoneal saline injections. Ashby attributes 
the favorable results of transfusion to stimulation 
of the bone marrow and the functioning of the 
transfused corpuscles. 

The author’s cases showed improvement in 
health with disappearance of the restlessness and 
anuria and improvement in the general nutrition, 
tolerance of food, and a lessened tendency to sub- 
normal temperature. The hemoglobin increased 10 
per cent with each transfusion and the red blood 
cells increased as much as two million. 

Robertson, Brown, and Simpson report a mortal- 
ity of 45 per cent in eighty-seven cases of marasmus 
treated by transfusion, and a mortality of 57 per 
cent in another series of cases treated without and 


with transfusion. Of the patients with collapse 
43 per cent made a complete recovery. |n the 
second series of cases 82 per cent of the moribund 
patients died. Watter C. Burket, 


LYMPH VESSELS AND GLANDS 


Magnus, G.: The Demonstration of the Lymph 
Radicles in Human and Animal Tissues 
(Die Darstellung der Lymphwurzeln in menschlichen 
und tierischen Geweben). Deutsche Zischr. f. Chir., 
1922, clxxv, 146. : 

Magnus worked out a special procedure, the fill- 
ing of the lymph vessels with gas, for the demonstra- 
tion of the smallest beginnings of the lymph vessel 
system and the source of its roots. Hydrogen 
peroxide liberates oxygen as soon as it comes into 
contact with lymph, but not when it comes into con- 
tact with the tissues. The oxygen accumulating in 
the lymph vessels renders them visible. 

Hydrogen peroxide may be brought into contact 
with the lymph channels by direct penetration 
through the serous membranes, the nascent oxygen 
then escaping in a retrograde direction through the 
stomata. It may penetrate also by diffusion through 
the mucous membranes but as these membranes 
have no stomata and are impermeable to gas, the 
oxygen cannot escape in a backward direction. In 
tissues which are impermeable to hydrogen peroxide, 
it must be injected under the surface with a syringe. 
The examination is made of the specimen in its 
natural state and with a strong light and a binocular 
microscope. 

In contrast to the blood vessels, the lymph tracts 
show no constant increase in their caliber, but 
rather a varying width, which is especially promi- 
nent when there is simultaneous filling of the blood 
vessels. In the peritoneum they are branched and 
net-like. In the presence of an inflammation they 
are especially distinct. The stomata, on the other 
hand, are constantly large. They represent the 
beginnings of the lymph tracts from the serous 
cavities. With this method it is possible also to 
observe the communication between the peritoneum 
and pleura. Pictures of other portions of the peri- 
toneum show parallel lymph vessels, the arrange- 
ment of which is dependent on the structure of the 
tissue. In the colon, a network of lacteals surrounds 
the crypts. 

The papille of the small intestine contain a cen- 
tral lymph vessel surrounded by delicate blood ves- 
sels. The subcutaneous tissue shows wide, irregular 
lymph spaces, of which the connective tissue to a 
certain extent represents the covering. The author 
discusses also a few pictures of the cornea. 

In the domain of pathology, the sac of the menin- 
gocele in spina bifida proves to be a hydromeninx, 
which possibly produces the bone cleft secondarily. 
In contrast to a hernial sac, the lymph vessels in the 
hydrocele membrane do not fill up when the fluid is 
dropped on them because, as there are no stomata, thie 
current from within is arrested in the wall. The 
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conditions are similar in peritoneal tuberculosis. 
The fact that the synovial cavities of the joints 
and tendon sheaths are without stomata explains 
why they are not involved in generalized oedema. 
Koentc (Z). 


Sistrunk, W. E.: The Results Obtained in Ele- 
phantiasis Through the Kondoleon Operation. 
Minnesota Med., 1923, Vi, 173. 

Sistrunk reports the end-results of the Kondoleon 
operation in forty cases of elephantiasis. He believes 
this operation is a definite means of controlling the 
disease, although it is not always possible to restore 
the limb to normal. There seem to be four types of 
the disease: (1) lymphatic or venous obstruction 
usually followed by lymphoedema, the elephantiasis 
probably being caused by invasion of the tissues by 
streptococci; (2) definite infection through an open 
wound; (3) injury to the limb and probably phlebitis 
preceding the disease; and (4) cases in which the 
etiological factor is not apparent. 

All of the author’s patients had had lympheedema 
before the elephantiasis. If lymphoedema is not con- 
trolled it slowly increases, and in certain cases, prob- 
ably as the result of infection, there is a tremendous 
increase in the fibrous tissue elements of the skin, 
subcutaneous tissue, aponeurosis, and superficial 
lymphatics, leading gradually to elephantiasis. The 
subjects are prone to recurring attacks of erysipelas, 
and each of these attacks tends further to increase 
the difficulty in drainage. Emphasis is placed on the 
fact that if the patient is put to bed with the limb 
elevated and firmly bandaged for ten days or longer, 
the size of the limb may decrease considerably and 
the tissues may become softer. It will then be easier 
to determine the amount of skin which may be sacri- 
ficed without preventing satisfactory closure of the 
skin edges. The vascularity of the parts will also be 
diminished. If there is a low-grade streptococcic in- 
fection in the tissues, such pre-operative treatment 
gives it a chance to subside. 

Elephantiasis involves only the superficial tissues. 
Even in advanced cases the tissues lying beneath the 
aponeurosis are normal. Because of this fact Kon- 
doleon conceived the idea of connecting the deep 
and superficial lymphatics by the removal of a large 
amount of aponeurosis, the skin being allowed to 
drop down on the muscles. New lymphatics and 
blood vessels then form and connect the two circula- 
tions, the deep circulation thus draining the stag- 
nated lymph from the superficial circulation. The 
technique of the operation as performed by Sistrunk 
is as follows: 

A long modified elliptical incision including the 
skin to be sacrificed is made on one side of the af- 
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fected limb. On the outer aspect of the leg this in- 
cision extends from the crest of the ilium to a point 
a little below the external malleolus of the fibula. 
In order to facilitate wide removal of the subcu- 
taneous fat, the skin is reflected on each side of the 
incision for a distance of about 3.75 cm. The skin 
is then retracted and underneath each of the edges 
a long incision is made through the oedematous sub- 
cutaneous fat down to, and including, the aponeuro- 
sis. These incisions are made parallel to the original 
skin incision and are connected at their upper ends 
by a transverse incision. The freed tissue is left at- 
tached to the underlying muscle by the aponeurosis. 
By traction on the freed tissue the aponeurosis is 
easily dissected from the muscle and removed in one 
long piece, containing the skin, oedematous fat, and 
aponeurosis. Bleeding vessels are temporarily con- 
trolled by hemostats. After removal of the tissues 
these forceps are taken off, surprisingly few of the 
vessels needing ligation. The wound is closed with 
interrupted silkworm-gut sutures, without drainage. 
It is usually necessary to perform a similar operation 
on the opposite side of the limb. The incision for the 
second operation extends from the extreme upper 
portion of the inner surface of the thigh down to a 
point a little below the internal malleolus of the tibia. 

If good results are not obtained by the first opera- 
tion Sistrunk believes that much is to be gained by 
the continued removal, if necessary, of thickened and 
deformed areas. These repeated incisions remove 
much diseased tissue and allow the formation of new 
blood vessels and lymphatics which assist in draining 
the affected limb. 

Because of the considerable shock which follows 
operation in extensive cases it is advisable to operate 
on one side of the limb only. To diminish shock the 
patient is given 1/6 gr. of morphine before operation, 
and after operation is given treatment for shock. 

The patient should bandage the limb for an indef- 
inite period after operation. If the limb swells con- 
siderably in spite of bandaging, he should go to bed, 
elevate the limb, and keep it firmly bandaged. 

If increasing attacks of erysipelas develop after 
operation, streptococcic vaccine should be given over 
a long period. 

Sistrunk believes the failures of this operation are 
due to the fact that the surgeon did not observe the 
principles outlined. The patient should clearly un- 
derstand that the operation is being done to control 
a disease which, if left untreated, will grow pro- 
gressively worse, and that afterward it will be nec- 
essary to keep the leg bandaged for an indefinite 
period. 

Of Sistrunk’s forty patients, thirty obtained good 
results and the rest were benefited. 
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GYNECOLOGY 


UTERUS 


Hirst, J. C., and Mazer, C.: The Palliative and 
Operative Treatment of Prolapse of the Uterus. 
Am. J. Obst. & Gynec., 1923, V, 225. 

For several years the authors have not regarded 
diabetes as a contra-indication to operation. In any 
case of prolapse, the bulk of the discomfort is due 
to two factors, the protrusion of the cystocele and 
the associated backward displacement of the uterus. 
If these can be corrected, the patient will be made 
comfortable. Therefore in cases in which the cer- 
vix was not too badly diseased and any prolonged 
operation was inadvisable, the authors have done 
an interposition operation under local anesthesia. 
This can be performed painlessly and quickly, and 
at once corrects the cystocele and the retroversion. 
Nothing is done to the cervix or perineum. The 
only pain is felt when the uterus is pulled down 
for the placing of the sutures, and is negligible. 
The anesthetic used is 0.5 per cent novocaine solu- 
tion with 1o drops of 1:1,000 adrenalin to each 
ounce. This is infiltrated thoroughly in the space 
between the bladder and the uterus. The perito- 
neum, when exposed, is infiltrated separately. 

The palliative treatment is used only for patients 
who refuse to consider any form of operation, and 


yet demand some relief from their constant discom- 
fort, and for those whose age precludes the possibility 


of operation. Before any form of pessary can be 
employed, ulcerated areas must be healed, a process 
consuming from two to four weeks. Rest in bed, 
the cooperation of the patient, normal salt solution 
douches twice daily, and painting of the ulcerated 
surface with nitrate of silver solution every forty- 
eight hours are all that is necessary. The patient 
should be told the nature of her condition so that 
she will have patience for the time required for 
relief. 

Occasionally the prolapsed mass is so large and 
oedematous that it cannot be easily replaced in the 
vagina—the so-called irreducible prolapse. In such 
cases the patient is placed in the knee-chest posture 
and the mass is surrounded by hot towels for ten 
to fifteen minutes. It is then possible by a process 
of taxis, while the patient is still in the knee-chest 
position, to replace the uterus easily. 

Operative treatment should always be recom- 
mended unless it is contra-indicated by the patient’s 
age or by disease. 

It is a grave mistake to perform abdominal or 
vaginal hysterectomy for prolapse unless the 
uterus is so diseased as to make its removal im- 
perative. If hysterectomy is necessary, however, 
it must be followed by as careful and extensive 
plastic work on the anterior and posterior vaginal 


walls as if the uterus still remained. The uterus js 
the best possible support for the retention of the 
protruding cystocele; no other structure, neither 
the broad ligaments nor the vaginal fascia, will 
satisfactorily take its place. 

A properly performed plastic operation in no way 
militates against subsequent childbirth. Recurrence 
need not be feared if the patient is given proper care 
in her confinement. 

The interposition operation described varies from 
that o° Watkins in that the split vaginal fascia is 
caught far back and near the urethra with a needle 
armed with No. 3 chromic catgut. The needle is 
passed through the anterior wall of the uterus about 
'2 in. below the tubal insertions, and then through 
the fascia on the opposite side. This does away with 
the extreme anteversion of the uterus caused by the 
typical Watkins operation. When the stitches are 
tied, the uterus is lifted high up behind the symphy- 
sis, and in this manner, bulging of the uterus and 
anterior wall, a not uncommon cause of failure in 
the Watkins operation, is entirely prevented. Three 
or four similar stitches are then taken, each a little 
lower than the one preceding, and are left untied. 

If the patient is of child-bearing age, the fascia 
is caught about one-third of the distance from the 
urethra to the cervix, and the needle is passed 
through the anterior wall at the point where the 
peritoneum is cut and through the fascia of the 
opposite side. A second stitch is placed below the 
first. The uterus is then left as an intraperitoneal 
organ and the canal through which the bladder had 
prolapsed is closed. 

Of many hundreds of operations of this type per- 
formed in the past twenty years the authors know of 
only six which failed. These were chiefly perineal 
failures. The most difficult cases of prolapse to cure 
are the recurrences following ill-advised hysterec- 
tomy. E. L. Cornetr, M.D. 


Kross, I.: Menstruation—An Inquiry into Its Eti- 
ology. Am. J. Obst. & Gynec., 1923, Vv, 285. 

At the present time, Fraenkel’s theory that the 
corpus luteum is the responsible factor in the caus- 
ation of menstruation, is the theory most generally 
accepted. 

Against this theory the author cites briefly two 
very instructive cases which were recently studied 
in the Gynecological Department of the Mount 
Sinai Hospital. 

The first case was that of a woman 28 years old 
who was admitted to the hospital October 1, 1921. 
Menstruation began at 12 years and thereafter oc- 
curred irregularly at intervals of five to eight weeks. 
The periods lasted from five to twelve days and were 
very profuse. During eleven years of married life 
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the patient had given birth to five children, the last 
one, two years before her admission to the hospital. 
One and a half years ago, following a period of 

amenorrhoea of six months, she began to bleed con- 

tinuously. After two months she was curetted. She 

then had a period of amenorrhoea of seven months’ 

duration succeeded by continuous bleeding lasting 

three months and another period of amenorrhoea last- 

ing five months followed by menorrhagia persisting 

for four months. She was then admitted to the 

hospital. 

Except for a moderate cysto-rectocele and a 
slightly lacerated cervix, the physical examination 
was negative. A hysterectomy and a bilateral 
salpingo-oophorectomy were performed. The uterus 
was normal in size but the endometrium was hyper- 
plastic and oedematous. The ovaries were enlarged 
to twice their normal size, and had a thickened 
tunica albuginea. Sections showed the entire cir- 
cumference of the ovaries to be studded with small 
cysts 2 to 5 mm. in diameter. Careful examination 
failed to reveal any corpora lutea. 

The second patient was admitted to the hospital 
April 24, 1922. Her family and past history were 
negative. Menstruation began at 13 years, appeared 
regularly every four weeks, lasted from four to six 
days, and was very profuse. During the past two 
years it occurred every two to three weeks and had 
become much more profuse. Physical examination 
revealed a uterus that was slightly enlarged and a 
left cystic ovary about the size of a plum. On April 
28, 1922, a left salpingo-oophorectomy and partial 
resection of the other ovary were performed. The 
pathologico-anatomical findings in the ovaries were 
similar to those of the first case. No corpora lutea 
could be found. Epwarp L. Cornett, M.D. 


Blacker, G.: The Treatment of Menorrhagia by 
Radium. Lancet, 1923, cciv, 421. 


Radium has now been used in a sufficient number 
of cases of menorrhagia to warrant conclusions as to 
the class of cases suitable for such treatment and 
as to the results. Three types of cases are commonly 
treated: (1) hemorrhage at the menopause; (2) 
hemorrhage due to small fibroids; and (3) hamor- 
rhage in young women with no signs of general or 
local disease. 

In cases of haemorrhage at the time of the meno- 
pause radium is certain in its results whatever the 
cause of the bleeding. In cases of fibroids its use 
should be limited to tumors not larger than the 
uterus at the fifth month of pregnancy which are 
not complicated by disease of the appendix, do not 
cause pressure, and do not markedly project into 
the interior of the uterus. It should not be em- 
ployed for submucous tumors because of the danger 
of infection and sloughing of the growth. Severe 
hemorrhage in young women without general or 
local disease should be treated with radium in suit- 
able doses. Temporary or complete amenorrhoa 
may be produced. If the hemorrhage returns, the 
procedure may be repeated. 
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The technique consists of careful examination, 
exploratory curettage to obtain scrapings for micro- 
scopic examination, the introduction of the tube of 
radium to the fundus of the uterus, and packing of 
the cervical canal and vagina with gauze. The 
screen should be sufficient to cut off all beta and 
softer gamma rays. Two millimeters of lead and 3.0 
mm. of rubber are employed in emanation tubes, 
and 1.0 mm. of platinum and 2.0 mm. of rubber for 
radium element. 

The average dose in the treatment of hemorrhage 
of the menopause is from 2,000 to 2,400 mc.-hrs. 
For fibroids a repetition of this dose may be neces- 
sary. In the cases of young women the amount 
should be smaller if it is desired to produce only a 
partial or temporary amenorrhoea. The term “ mil- 
ligram hours” provides a fair but not accurate esti- 
mate of dosage. 

Radium should never be introduced into the uterus 
when there are signs of inflammation of the genital 
tract, but in carefully selected cases its application 
is free from danger. 

Complete amenorrhoea may follow the treatment 
immediately. In other cases one or two excessive 
losses occur before complete amenorrhoea is obtained. 
Minor symptoms of the menopause, such as flushing, 
usually follow the complete cessation of menstru- 
ation. Not infrequently, excessive bleeding occurs 
immediately after the radium treatment. This is 
attributed to destruction of the graafian follicles 
in the ovaries. It has been suggested that carci- 
noma of the body of the uterus may develop years 
after the use of radium, but a large number of ob- 
servations would be necessary to establish this fact. 

Of seventy-seven patients treated by the author, 
nine cannot be traced. Of the remaining sixty-eight, 
thirty-four were treated for haemorrhage at the 
menopause, twenty-three for fibroids, and eleven 
for simple haemorrhage. The average dose was from 
2,000 to 2,400 me.-hrs. In thirty-three of the thirty- 
four cases treated for hemorrhage at the menopause, 
complete amenorrhcea resulted. In fifteen, it began 
immediately; in eleven, after one period; and in 
seven after two or more periods. In the twenty- 
three cases of fibroids, the average dose was from 
2,500 to 3,000 mc.-hrs. In sixteen cases complete 
amenorrhcea followed the treatment: in ten, with- 
out any further bleeding; in three, after one period; 
and in three after two or more periods. In two cases 
a second application was necessary. In five cases 
the treatment was unsuccessful or only partially 
successful. In six of the eleven cases treated for 
simple haemorrhage complete amenorrhoea resulted 
after one or more periods. The dose varied from 
660 to 3,180 mc.-hrs., the average being from 2,000 
to 2,400 mce.-hrs. In three cases the excessive loss 
at the periods was controlled. In two cases, hyster- 
ectomy was performed. 

Amenorrhoea following the application of radium 
is due to the effect of the radium on the graafian fol- 
licles of the ovaries. There is also some local de- 
structive effect on the mucosa of the uterus. Recur- 
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rence of the periods is associated with the maturing 
of fresh graafian follicles. The shrinkage of fibroids 
is due to the onset of the menopause rather than the 
direct effect of the radium upon the tumor. In the 
cases of young women who have been treated with 
radium, pregnancy may occur when the periods 
return to normal. Atoysius J. Larkin, M.D. 


Kouwer, J. B.: Radiotherapy or Surgical Treat- 
ment in Fibromata of the Uterus? (Radio- 
thérapie des fibromes de l’utérus ou traitement 
chirurgical?) Gynéc. et obst., 1922, vi, 385. 

To supplant surgical interference any form of non- 
operative treatment must give better results or must 
be simpler in execution and give results as good. 
The author objects to the use of radiotherapy for 
fibromata of the uterus because: (1) it destroys the 
physiological function of the ovaries, (2) the uterus 
is sacrificed, (3) it institutes a radical form of therapy 
for a pathologic condition which in the majority of 
cases cannot be accurately diagnosed before opera- 
tion, (4) it may produce necrosis and gangrene, (5) 
malignant degeneration cannot be excluded, (6) it 
is contra-indicated by inflammation of the adnexa. 
Uterine hemorrhage occurring at the climacteric 
often masks the presence of a well-developed car- 
cinoma. Radium or X-ray therapy should never be 
employed for the relief of such hemorrhage unless 
the absence of carcinoma has been demonstrated by 
microscopic examination. _Loyat E. Davis, M.D. 


Schmitz, H.: The Treatment of Carcinoma of the 
Uterus, with Special Reference to Surgery, the 
X-Ray, and Radium. Northwest Med., 1923, xxii, 77. 


Curative treatment of carcinoma of the uterus 
requires the total removal of all neoplastic tissue. 
Success depends on a correct diagnosis and the 
extent of the lesion. The cases are grouped as: 

1. Localized carcinoma; neoplasm confined to the 
uterus. 

2. Borderline carcinoma; neoplasm possibly in- 
vading other tissues. 

3. Inoperable carcinoma; demonstrated invasion 
of other tissues. 

4. Advanced carcinoma; “frozen pelvis,’”’ marked 
cachexia, or distant metastases. 

5. Complicated carcinoma; associated grave con- 
stitutional disease. 

Localized carcinoma is treated by panhysterec- 
tomy. The vaginal route may be employed when 
indicated. The Wertheim operation with its opera- 
tive mortality of 15 to 25 per cent is never used in the 
clinic. Surgery in borderline cases results in an in- 
creasing number of accidents, a higher operative 
mortality, and recurrence. Confidence in surgical 
treatment can be re-established by operating only 
when the growth is confined to the uterus. 

Groups 3 to 5 contra-indicate operation and un- 
fortunately constitute 80 to 90 per cent of the 
cases of neoplasms of the uterus entering the clinics. 

Of the various methods employed in treating bor- 
derline and inoperable cervical carcinoma, radium 


and the X-ray have received more attention than 
any others. The success of radiation therapy de- 
pends on delivering to a deep cervical carcinoma 
sufficient ray to destroy it without permanently 
traumatizing normal vital tissues. The technique de- 
pends on: (1) theintensity of the rays of radium and 
the X-rays at various distances on physical bases, 
(2) the erythema dose, and (3) the lethal carcinoma 
dose. Graphs are given showing the X-ray intensi- 
ties by centimeters, and of 50 mgm. of radium in 
water; these are combined, giving the summation 
intensities, and upon these graphs are superimposed 
diagrams of cross and sigittal sections of the pelvis in 
various conditions treated. It is possible by these 
methods to destroy deep malignancy without caus- 
ing permanent injury to normal vital tissues. 

The subjective relief, the local healing, the five- 
year relief, and the absolute cure should be deter- 
mined by means of a follow-up system. Tables are 
given showing the number of patients treated year 
by year and the outcome. Of 109 patients with cer- 
vical carcinoma who were treated from 1914 to 1917, 
twelve are alive and well today. In fifty-nine cases 
belonging to Groups 1, 2, and 3, a cure was obtained 
in eleven (18.75 per cent), while in fourteen cases 
belonging to Groups 1 and 2 a cure was obtained in 
six (42.85 per cent). The results in advanced and 
inoperable cases are poor. 

Advanced cases must be treated with care as 
heavy raying may cause a fatal toxemia. From 
600 to 1,000 mg.-hrs. are given merely for palliation. 
The author warns against the use of surgical or 
other measures following fairly successful radiation 
and against the repetition of the radiation, provid- 
ing the proper dosage was applied in the initial treat- 
ment. From nine to eighteen months are required 
after full radiation dosage for the cells fully to 
recover from the effect, and if the treatment is re- 
peated within that time a radiation ulcer or necrosis 
with irreparable damage may follow. 

With regard to pre-operative and postoperative 
irradiations the author states that if the surgeon is 
in doubt the dosage should be the same as that 
which would be given if the uterus had not been 
removed. This cannot be accomplished without the 
use of phantoms. The latter are made of bakelite or 
balsa wood. 

The article is summarized as follows: 

1. Cervical carcinomata should be grouped for 
prognosis and treatment. 

2. Careful statistics should be kept to establish 
the efficacy of the treatment. 

3. The following rules are established: (1) Lo- 
calized carcinoma should be treated by panhysterec- 
tomy. (2) Borderline and inoperable cases should be 
treated by a combined full dose of radium and X- 
ray. (3) Advanced and recurrent cases should be 
treated palliatively with radium and the X-ray. 

4. Radiation therapy should not be preceded or 
followed. by operation. 


5. Repetition of a course of radiation therapy is. 


contra-indicated. Atoysius J. Larkin, M.D. 
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Mahle, A. E.: The Morphological Histology of 
Adenocarcinoma of the Body of the Uterus in 
Relation to Longevity; a Study of 186 Cases. 
Surg., Gynec. & Obst., 1923, XXxvi, 385. 

The author reports 186 cases of carcinoma of the 
body of the uterus from the Mayo Clinic. An at- 
tempt was made to prognosticate the malignancy 
or the mortality of these cases on the basis of the 
cellular changes. MacCarty’s standard of cellular 
differentiation was employed. The tumors were 
grouped into four types. Grade 4 represented the 
most malignant type of cell, with practically no 
differentiation throughout the entire tumor. Grade 
1 comprised the early cases in which the carcinoma 
was extremely small and the cells showed a high 
degree of cellular differentiation or approximation 
of the normal type of cell. 

The longest duration of symptoms was in cases 
of Grades 2 and 3; the longest average duration of 
symptoms was in the least malignant cases, those 
of Grade 1, and the shortest average duration of 
symptoms in the most malignant cases, those of 
Grade 4. 

All patients with Grade 1 malignancy are still 
living, while those with Grade 4 malignancy are 
dead. Seventy-five per cent of the latter died of 
carcinoma. Of the patients with Grade 2 malignancy 
71.76 per cent are still alive, while of those with 
Grade 3 malignancy only 38.09 per cent are alive. 
The mortality due to carcinoma in these two groups 
was 62.06 per cent and 74.19 per cent. The number 
of patients who are dead as well as the number of 
deaths due to malignancy increased directly with 
the degree of malignancy. 

Abdominal hysterectomy was performed on 136 
(73.11 per cent) of the 186 patients, and vaginal 
hysterectomy on forty-five (24.19 per cent). The 
percentage of postoperative good results in patients 
still living is slightly higher among those subjected 
to abdominal hysterectomy, while the incidence of 
recurrence is slightly higher in those subjected to 
vaginal hysterectomy. 

The author draws the following conclusions: 

The more active the carcinoma, the shorter the 
clinical symptoms. 

The shape of the lesion appears to be related to 
the degree of cellular differentiation; the more 
malignant the carcinoma, the less liable it is to 
assume a papillary form. 

A carcinoma of a high grade of malignancy grows 
larger and invades more extensively in a given 
length of time than one of a lower degree of malig- 
nancy. Lymphocytic reaction appears more marked 
in the groups which show a higher degree of malig- 
nancy. 

The clinical diagnosis of carcinoma of the body of 
the uterus is possible before curettage or hysterec- 
tomy in 4o per cent of all cases. 

A series of adenocarcinomata of the uterus can be 
so classified according to the degree of malignancy 
that the ultimate postoperative results will vary in 
direct proportion to the mortality of each group. 
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ADNEXAL AND PERI-UTERINE CONDITIONS 


Geist, S. H., and Harris, W.: Experimental In- 
vestigation of the Value of the Various Com- 
mercial Ovarian Extracts. Endocrinology, 1923, 
vii, 41. 

One cubic centimeter of preparations of corpus 
luteum, ovarian substance, and ovarian residue was 
injected into groups of castrated rabbits every third 
day. From fourteen to eighty-five days later the 
animals were killed and the pelvic organs, thyroid, 
adrenals, pituitary gland, and mammary glands 
were removed. 

In all cases the uterus showed atrophy. This was 
less marked in the animals killed early than in those 
killed later. The mammary glands also were atro- 
phied. The pituitary gland did not show much 
change. The thyroids of the injected animals ap- 
peared somewhat enlarged. The adrenals showed 
areas of necrosis and fatty changes. 

In the injected animals there seemed to be a dis- 
tinct loss in weight as compared with the controls. 
This may have been due to an increase in the meta- 
bolic rate resulting from changes in the thyroid 
gland. 

It would appear therefore that the injection of 
the several commercial preparations is unable to 
prevent the atrophy following castration in rabbits. 
The cervix is not involved in this process. 

H. W. Fryx, M.D. 


Weis, H. A.: A Contribution to the Study of the 
Effects of Radium upon Rabbit Ovaries. Surz., 
Gynec. & Obst., 1923, Xxxvi, 373. 


Maury is quoted as stating that a dosage of 600 
mg.-hrs. of radium has no influence upon the small 
graafian follicles. In the author’s investigations he 
used 600 mg.-hrs. of radium because it is believed 
by most authorities that this dosage applied in the 
human uterus will produce a permanent amenorrheea, 
a result generally regarded as due to the destruction 
of the maturing graafian follicles. Asarule, 50mgm. 
were used in two 25-mgm. tubes, screened in such a 
manner that only the gamma rays were employed. 
The tubes were fastened as nearly as could be 
determined directly over the rabbit’s ovary. Fifty 
milligrams were used for twelve hours or 100 mgm. 
for six hours. 

In nine rabbits the right ovary was removed, the 
left ovary was exposed to the rays, and the two were 
then compared microscopically. In seven rabbits 
the right ovary was rayed and then both ovaries 
were removed. Finally, both ovaries were exposed 
to radium and the rabbits were bred after an interval 
of six weeks. In no case was the radium more than 
1% in. from the ovary. 

The author describes the structures of the normal 
rabbit ovary in detail in order to distinguish between 
normal atresia and degeneration which might be 
caused by radium. He then gives the detailed 
histories of eighteen rabbits. The findings are 
summarized as follows: 
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1. In none of the ovaries was any change noted 
in the single row of germinal epithelium after ex- 
posure to radium. 

2. There was no evidence of obliterative endar- 
teritis. 

3. Six ovaries showed no change in the connective- 
tissue cortex, but ten showed an increase in the 
number of cells in this area. 

4. There was no evidence to prove that the ova 
and maturing graafian follicles had been affected. 
It is certain that the young and early maturing ova 
were not harmed. 

From these investigations the conclusion is drawn 
that a dosage of 600 mgm. hrs. of radium has no 
ultimate detrimental effect upon rabbit ovaries. 
With regard to clinical cases it may be said that 
when intra-uterine treatment with radium is given, 
for menorrhagia, for example, the resulting amenor- 
rhoea is due, not to the effect of the radium upon the 
ovarian follicles, but to its effect upon the endo- 
metrium, which is severely burned. If this theory is 
correct, and several of the best authorities on radium 
therapy have accepted it, much that has been written 
with regard to the effect of radium must be re- 
written and treatment with radium must be revised. 
Atoysius J. LARKIN, M.D. 


EXTERNAL GENITALIA 


Dougal, D.: Primary Carcinoma of the Vagina 
Treated by Hysterovaginectomy. J. Obst. & 
Gynec. Brit. Emp., 1923, Xxx, 38. 

Holland, E.: A Case of Primary Carcinoma of the 
Vagina. J. Obst. & Gynec. Brit. Emp., 1923, Xxx, 40. 

Stevens, T. G.: Squamous Epithelioma of the 
Vagina. J. Obst. © Gynec. Brit. Emp., 1923, Xxx, 42. 

Spencer, H. R.: Adenoma of the Vaginal Fornix 
Simulating Cancer of the Cervix. J. Obst. & 
Gynec. Brit. Emp., 1923, XXX, 44. 

Primary carcinoma of the vagina is rare. The age 
at which it occurs is somewhat later than that of 
malignant growths of the cervix. The irritation of 
pessaries has been believed to play a part in its de- 
velopment. Its most common site is the posterior 
wall of the vagina. Two forms of growth are de- 
scribed, one beginning as a solitary nodule which 
subsequently breaks down and forms an ulcer, and 
the other an infiltrating form. Dougal’s patient was 
a married woman 44 years of age who had borne 
eight children, the last eight years previously. She 
had never worn a pessary. The complaint was 
bleeding on coitus for the past six months and more 
recently a blood-stained discharge. She had no 
pain and her general condition was good. Examina- 
tion revealed a friable plaque-like growth occupying 
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the upper two-thirds of the posterior vaginal wal] 
and extending almost to the posterior lip of the cer- 
vix. The growth was oval in shape, with its long axis 
vertical, and appeared to be freely movable. At 
operation, practically the entire vagina, the uterus, 
and the appendages were removed. Recovery was 
uneventful, and six months after the operation there 
had been no recurrence. Microscopically the tumor 
was a typical squamous-cell carcinoma. 

Holland’s patient was a woman 46 years old who 
had had four children and was still menstruating 
regularly. For the past five months she had had an 
offensive watery, blood-stained discharge, and for 
the past two months a good deal of hemorrhage but 
no pain. Examination revealed a hard, circular, 
raised, and rough friable growth on the upper third 
of the posterior vaginal wall. The growth scemed 
to be well localized. Under stovaine spinal anes- 
thesia the vagina and the uterus, together with 
the pelvic cellular tissue and iliac lymphatic glands 
were removed. Histologically the growth proved to 
be a solid, trabecular, squamous and horny-celled 
carcinoma of the vagina. Four months after the 
operation there were no evidences of recurrence. 

Stevens’ patient was a woman 53 years old who 
had had one child and a miscarriage and was just 
entering the menopause. For two months there had 
been a bloody discharge. When seen by Stevens the 
patient complained of pain in the pelvis radiating 
down the legs and a sense of weight and pressure. 
She had worn a pessary for a number of years but 
not during the past year. Upon examination a large, 
circular, flat and fairly well localized nodular growth 
was found on the posterior vaginal wall. At opera- 
tion the uterus and the upper two-thirds of the 
vagina were removed. On histologic examination 
the growth was found to be a typical squamous 
epithelioma. 

Spencer’s patient was a woman 54 years old who 
had had two children and one miscarriage, had been 
a widow for twenty-five years, and had suffered from 
intermittent hemorrhages for several years. The 
menopause occurred six years previously. There was 
no pain. Vaginal examination revealed a brittle 
growth as large as a large duck’s egg, which nearly 
filled the vagina. The tumor was irregular on the 
surface and resembled a proliferating carcinoma of 
the cervix. It was very easily broken away from the 
vagina with the fingers, and was found to arise from 
the vaginal wall by a pedicle at the fornix. The 
cervix itself was normal. Microscopically the growth 
proved to be a benign adenoma. In spite of this, 
however, the patient was given further treatment 
with radium. She was well and free from symptoms 
two and a half years later. H. W. Fink, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Welz, W. E., and Alles, R. W.: A New Measurement 
as an Aid in the Diagnosis of Rachitic and 
Generally Contracted Pelves. Am. J. Obst. & 
Gynec., 1923, V, 283. 

In the authors’ opinion the measurement of the 
pelvic height is not only more easily determined but 
also of greater value than the measurement of the 
conjugata externa of Baudeloque. 

The patient is placed preferably on her right side 
in the exaggerated Sims position. The left leg is 
flexed about 120 degrees with the body and the 
patient instructed to relax all the muscles of the 
leg. One point of the pelvimeter is then placed 
firmly upon the tuber ischii and held by the left 
hand of the operator while the fingers of his right 
hand seek the highest point of the crest of the ilium, 
the other point for the measurement. The tips of 
the pelvimeter are then depressed to bring them as 
closely as possible to the bony landmarks. One 
centimeter is deducted from the reading to allow for 
the thickness of the overlying tissue. 

When the measurement is 20 cm. or less, a thor- 
ough internal examination is indicated. In the 


authors’ series of twenty-five rachitic and generally 
contracted pelves, there were two in which the 


pelvic height was above 19.5 cm. Outlet contrac- 
tion and funnel pelvis show no definite alteration in 
this diameter. E. L. Cornett, M.D. 


Oastler, F. R., and Jacobi, H. G.: Report of a Case 
of Toxzemia of Pregnancy with Acute Yellow 
Atrophy of the Liver. Am. J. Obst. &Gynec., 1923, 
372. 

The patient was admitted to the hospital October 
12, 1921, with the complaint of vomiting, severe 
headache, dizziness, and pain in the lower part of 
the abdomen on the left side. She had not men- 
struated for seven months. For the past six weeks 
she had noticed that her feet were swollen. The 
pain in the lower abdomen came on acutely while 
she was at rest and radiated to the back and the left 
iliac region. At the onset, the patient fainted. Later 
she became extremely thirsty and restless, and slept 
very little that night. The next morning, ten hours 
prior to her admission to the hospital, bleeding from 
the vagina, air hunger, and extreme thirst began. 

On her admission to the hospital her general con- 
dition was very poor. She was cyanotic and gasping 
for breath, her tongue was dry and furred, and she 

had a violent headache. The temperature was 105 

degrees F., the pulse 120 and of poor quality, and 

respiration 28. There was no jaundice. The general 
physical examination of the heart and lungs was 
negative. Abdominal examination revealed con- 
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siderable general soft distention with marked tender- 
ness in the left lower quadrant. On pelvic examina- 
tion the external genitals were found to have a 
purplish hue and there was moderate bleeding from 
the vagina. The uterus was somewhat enlarged and 
soft. The cervix was soft and showed a bilateral 
laceration. The cervical tug caused sharp pain in 
the region of the left broad ligament. No masses 
were felt in the region of the adnexa but the left 
side was extremely tender. The blood count showed 
white cells 28,000, polymorphonuclears, 80 per cent, 
haemoglobin 70 per cent. The blood pressure was 
105-70. On the right thigh was a large subcutaneous 
haemorrhage. 

A tentative diagnosis of ruptured ectopic gestation 
was made and a laparotomy performed immediately 
under gas and oxygen anesthesia. The uterus was 
found to be enlarged but the tubes and ovaries were 
entirely normal. There was nothing in the abdomen 
to account for the localized tenderness and disten- 
tion. The abdomen was therefore quickly closed. 

The next day, October 13, 1921, the patient 
developed a very marked jaundice over her entire 
body. Her temperature was 101'% degrees F., and 
her pulse imperceptible. She remained in the state 
of delirium which set in immediately after the 
operation. Clinically her condition was more critical 
than the day previous and the diagnosis of toxemia 
of pregnancy was made. The prognosis was very 
grave. The blood pressure was 105-70. The cervix 
was then dilated and the uterus emptied under gas 
and oxygen anesthesia, and irrigated with salt 
solution. The pathologic report confirmed the 
diagnosis of pregnancy. 

Chemical examination of the blood on that day 
showed urea 50 mgm., uric acid 3.3 mgm., creatinin 
2.05 mgm., sugar 144 mgm., combining power of the 
blood plasma 4o vol. The icterus index was 187. 

As the patient was unable to void, catheterization 
was necessary; 125 c.cm. of dark reddish urine were 
withdrawn. Examination showed this urine to 
contain blood, many epithelial cells, numerous 
hyaline and granular casts, and bile. 

The next day the jaundice was less marked and 
the urine less highly colored. The temperature was 
100.5 degrees F., and the pulse 100. The patient 
complained of a salty taste in her mouth. There 
was no vomiting. 

Clinically there was evidence of improvement but 
the laboratory findings showed that since the last 
examination all of the clinical elements of the blood 
had increased. Of particular importance as far as 
the outlook of the case was concerned was the 
increase in the creatinin content. There were only 
two findings which suggested the possibility of 
improvement: (1) the increase in the combining 
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power of the blood plasma from 40 to 50 volumes, 
and (2) a decrease in the icterus indéx from 187 to 
100. 

On October 16 the general condition was about the 
same. The temperature had dropped to 100 degrees 
F., but alternate delirium and coma still persisted. 
Complaint was made of considerable pain over the 
liver region and there was marked tenderness to 
palpatation over this area. The jaundice was slightly 
more marked. 

On October 18 the general condition, as far as 
could be determined clinically, was better. A care- 
ful examination of the urine revealed the presence 
of leucin and tyrosin. This, together with the pres- 
ence of pain and tenderness in the right hypochon- 
drium, vomiting, delirium, drowsiness, jaundice, 
and marked retention revealed by the blood ex- 
amination, suggested toxemia of pregnancy in 
which the liver destruction was very extensive. 
The extreme rarity of recovery from this condition 
and the fact that the patient eventually recovered 
and is still alive makes it still more difficult to 
establish definitely the underlying pathology in 
this instance. 

The general treatment consisted in the adminis- 
tration of large doses of alkalies by mouth and by 
rectum, rectal irrigations, and the administration 
of glucose solution by Murphy drip, and of general 
sustaining medication and sedatives. When the 
patient was able to swallow, water was pushed to 
the limit of tolerance. By November 7, twenty-five 
days after the operation for the removal of the 
fetus, the patient was out of bed, but the jaundice 
had not entirely disappeared. The temperature and 
pulse were normal. The urine still contained albu- 
min 2+, but no casts. The total amount of urine 
passed in twenty-four hours was 1,950 c.cm. The 
blood chemistry was normal. 

The laboratory findings show strikingly that at 
the onset there was a retention of all the nitrogenous 
products. The most marked was that of the urea; 
the next most marked, that of uric acid; and least 
marked, that of creatinin. E. L. Cornett, M.D. 


Peterson, R.: Toxamias of Pregnancy, Including 
Pre-Eclampsia, Eclampsia, and Nephritis: 
The Indications for, and the Methods of, 
Artificial Interruption of Pregnancy. J. Michi- 
gan State M. Soc., 1923, xxi, 144. 

Nephritis. Acute nephritis is a rare complication 
of pregnancy. Whatever its cause—exposure to 
cold, poisoning, or a contagious disease,—the pa- 
tient should be treated conservatively in bed and 
tided over the acute disease if possible. 

If appropriate medical treatment is of no avail, 
however, and the nephritis is becoming progressively 
worse as shown by increasing albumin and casts in 
the urine, anasarca, heart involvement, high blood 
pressure, etc., the uterus must be emptied by the 
method causing the least shock. 

Chronic nephritis. The determining factors to be 
considered in arriving at a decision for or against the 


artificial interruption of pregnancy are the severity 
of the kidney lesion at the time of the occurrence of 
pregnancy and the progress of the disease under 
treatment. 

When the woman is tided over to the period of 
the child’s viability, the pregnancy must be inter- 
rupted at the earliest period compatible with viabil- 
ity because the danger of interference with placental 
circulation resulting in separation of the placenta, 
fetal death, and grave menace to the life of the mother 
becomes increasingly greater as term is approached. 

Eclampsia. Eclamptic seizures are due to poison- 
ing brought on by the presence of the living fetus 
within the uterus. So long as the fetus remains in 
the uterus, toxins will be formed unless the process 
can be combated by medical treatment. If the fetus 
can be removed without too great trauma and the 
poison eliminated, the patient will recover. li the 
patient is overwhelmed by the eclamptic poison 
she will die, whether the treatment be medicinal or 
operative or both. 

Pre-eclampsia. This is a condition in which labora- 
tory and clinical tests show an intoxication which 
bids fair to end in convulsions unless it can be 
remedied. 

When, in spite of treatment, the albumin and 
casts in the urine and the blood urea increase, when 
the blood pressure rises, and when the anasarca, 
headache, and eye symptoms become more pro- 
nounced, the author does not hesitate to empty the 
uterus and he has never regretted such active treat- 
ment. 

Methods of artificially interrupting pregnancy in 
the toxemias. If it is decided to empty the uterus to 
save the life of the mother before the age of viabil- 
ity of the fetus, the method chosen should be the 
one which will cause the least shock to the patient, 
whose condition is already poor because of the toxi- 
city brought about or augmented by the pregnancy. 
Before the second or third month, cervical dilatation 
and curettage will usually prove satisfactory as the 
products of conception can be removed by this meth- 
od quickly and thoroughly. When the cervix is rigid, 
an anterior hysterotomy should be done instead of 
prolonging the operation in an attempt to dilate. 
The author has found that short ether anesthesia 
is well tolerated. 

It must be borne in mind that any operative pro- 
cedures upon a patient profoundly poisoned as the 
result of non-elimination may be followed by sepsis. 
Therefore more than ordinary care must be taken to 
obtain asepsis. 

In the second half of pregnancy the type of opera- 
tion selected for emptying the uterus will depend 
upon a number of factors, maternal and fetal. 

In the case of a multipara with an easily dilatable 
cervix, manual dilatation terminated by version or 
forceps may be indicated. In the case of a primipara, 
better results will follow abdominal or vaginal 
hysterotomy. It must be borne in mind that the 
toxin is apt to have a serious effect on the fetus, and 
that therefore prolonged manipulation from below 
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may cause its death when it might be saved by ex- 
traction by the abdominal route. 

In the presence of convulsions, abdominal cxsa- 
rean section is the operation of choice unless the 
birth canal is easily dilatable and extraction is easy. 
‘t js the only procedure if eclampsia is complicated 
by contracted pelvis. If it were performed more 
oiten, before or soon after the first eclamptic con- 
yulsion, it would save a greater number of mothers 
and babies than any other method. 

In conclusion the author states that each case 
must be judged by itself, consideration being taken 
of the degree of intoxication, the condition of the 
birth canal, and the size and condition of the child. 
If the child can be saved by a certain type of opera- 
tion without prejudice to the mother, this should be 
the operation of choice. Car H. Davis, M.D. 


LABOR AND ITS COMPLICATIONS 


Harrar, J. A.: Functional Dystocia in Normal 
Pelves: Recognition and Management. Am. 
J. Obst. & Gynec., 1923, v, 246. 


As it is impossible to define prolonged labor in 
units of time in an individual confinement, it is better 
to pronounce a labor prolonged or delayed under 
the following conditions: 

1. When there is primary inertia with ruptured 
membranes. 

2. When, despite good contractions, there is no 
advance in the cervical dilatation or progress of the 
presenting part. 

3. When there is advance with increasing mal- 
position. 

4. When, due to the causes cited, increasing 
tonic spasm of the uterus develops with continued 
ascent of Bandl’s contraction ring. 

5. When the mother or the child shows signs of 
exhaustion. 

If there are severe pains with rigidity of the cervix 
in the first stage, the use of morphine and scopo- 
lamine is frequently efficacious in controlling the 
mother’s suffering and preventing nervous exhaus- 
tion while the cervix dilates. A constant observa- 
tion in the use of scopolamine for twilight sleep was 
the slight uterine effort required to effect smooth 
and rapid dilatation of the cervix. When the mem- 
branes are intact and dilatation is slow, freeing of 
the membranes for several inches around the os 
will keep the case under control much better than 
their rupture, and should be given a trial first, but 
in the cases of multipare simple rupture admitting 
three to four fingers and good effacement of the 
cervix will often be followed by prompt delivery. 

When there is primary inertia with ruptured 
membranes and the cervix will admit only one or 
two fingers and is not effaced, packing of the cervix 
and upper vagina with gauze is usually of greater 
aid in softening the cervix and inducing good pains 
than the use ef a bag. 

Manual dilatation is safely effected only in a 
cervix which is fairly well effaced, and even under 


these circumstances there is danger of tearing and 
hemorrhage unless merely a remaining rim must be 
reamed out. 

If delivery is imperative, and the cervix is effaced 
and dilated to admit three or four fingers but 
still too rigid to dilate manually without tearing, 
snipping with the scissors on either side is of great 
aid before the use of forceps, and is especially to 
be thought of when the aftercoming head catches in 
the cervix. 

When dilatation of the lower soft-tissue funnel, the 
levator ani margin, and the urogenital septum 
becomes necessary, the author is inclined to prefer 
manual dilatation with plenty of lubricant and the 
repair of such small lacerations as may be super- 
imposed. Episiotomy he restricts to cases in which 
tearing into the rectal sphincter is imminent, or the 
child must be instantly delivered. 

Pituitrin should not be employed before delivery, 
but is frequently indicated for the control of post- 
— bleeding before the ergot can exert its full 
effect. 

When the child’s head is at or above the brim, the 
author prefers version to the use of high forceps. 
Potter has laid emphasis on the combined advantages 
of certain manceuvres in podalic version and breech 
extractions; the details are not new, but the com- 
bination results in an excellent delivery. Version 
competes with high and hard median forceps, but 
the author is not yet prepared to admit that it 
competes with low median forceps or in any way with 
spontaneous delivery. 

The most frequent and most commonly unrecog- 
nized cause of delayed labor in cases of normal pelvis 
is failure of rotation with persistently posterior 
position of the occiput. 

Of 8,360 cases of recognized posterior occiput, 
only 433 (5 per cent) required artificial delivery. 

In delay due to posterior occiput interference is 
warranted when there is no advance despite good 
contractions, and when, with advancement, there 
is an increasing extension of the head. In such cases 
the methods of choice are version with the head 
above the midpelvis or manual rotation and forceps 
extraction with the head below the midpelvis. Mold- 
ing of the head through the brim is not a contra- 
indication to version if the uterus relaxes sufficiently 
under complete anesthesia to admit readily the 
passage of the hand and wrist through the retraction 
ring. 

Complete Scanzoni rotation of the posterior 
occiput with the forceps is a dangerous procedure 
in most hands. 

There is undoubtedly a definite field for cesarean 
section in cases in which the baby is over-sized, 
in cases of prolapse of the cord and long, poor di- 
lation of the cervix, in cases of non-engagement in 
which there is a tonic uterus and a live baby, and in 
cases in which a previous stillbirth resulted from 
dystocia although the relationship of the child and 
pelvis was considered normal. 

E. L. Cornett, M.D. 
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Harper, P. T.: Clinical Aspects of Blood Loss in 
Labor. Am. J. Obst. & Gynec., 1923, Vv, 233- 

The practice of measuring physiologic loss in 
ounces has little to commend it. If the limit is 
low, for instance from 4 to 6 oz., every large woman 
delivered of a g- or 10-lb. child and losing from 8 
to 10 oz. of blood within a few minutes would suffer 
from postpartum hemorrhage. As a matter of fact, 
however, the blood lost represents efficiency on the 
part of the uterus in establishing hemostasis at a 
large placental site. On the other hand, if the limit 
is placed a few ounces higher, a slender, under- 
nouri hed, and anemic woman losing 6 to 8 oz. 
would be considered as having no more than a 
physiological loss when, in terms of her ability to 
stand it, she has had a mild hemorrhage. 

With the exception of minor perineal injuries, 
postpartum hemorrhage is the most frequent com- 
plication of parturition. The readiness with which 
this view will be accepted depends altogether upon 
the reader’s conception of physiological blood loss. 
In the author’s opinion, physiological blood loss is 
exceeded and hemorrhage obtains when any un- 
necessary loss is sustained, regardless of amount. 

The hemorrhage is external when blood flows 
from the uterus or leaves it in clots, and concealed 
when there is a progressive increase in the size of 
the postpartum uterus. The one indicates an un- 
physiological blood loss as definitely as the other. 

Because so many cases of hemorrhage are due to 
muscular insufficiency and because the latter con- 
dition is so often preventable, the prophylactic 
treatment outweighs the active treatment. 

Prevention should be begun hours before a 
possible blood loss occurs. This should consist in: 
(1) saving the patient’s general strength by keeping 
her in bed while active labor is in progress; (2) 
preventing premature and ineffective efforts at bear- 
ing down; (3) artificial rupture of the membranes 
when dilatation is quite complete and advance is 
impossible because the bag of waters does not 
rupture spontaneously; (4) limiting the time that 
frequent propulsive second-stage contractions are 
allowed to continue with little or no promise of 
eventual spontaneous delivery; (5) terminating 
labor at a time when efficient contractions can be 
supplemented by traction from below; and (6) 
removing the contents of a distended bladder or 
rectum which may reflexly inhibit satisfactory 
uterine action at the time it is needed. These 
measures are urged in order that at the end of the 
third stage the uterus will not be exhausted. 

Unquestionably, the convalescence would be more 
satisfactory in many cases if expulsive efforts were 
supplemented by judicious efforts at traction as 
soon as it is evident that the uterus has done its 
best. A well-defined caput and satisfactory molding 
show that the uterus has been efficient, while failure 
of progressive advance proves it unequal to the 
effort necessary for delivery. Conservation calls 
for the preservation of all possible muscular energy 
for the postpartum period, and little if any will be 


available if the uterus is allowed to continue its 
ineffectual expulsive efforts too long. 

To the extent to which the postpartum uterus js 
muscularly insufficient, it will fail to respond to 
stimulation. Further, it must be borne in mind that 
stimulation of a tired uterus does no more than 
excite it to increased efforts which it cannot maintain, 
and that when the latter wear off, the degree of 
insufficiency is increased. Pituitary extract and 
ergot draw from, rather than add to, the store of 
muscular energy. They are valuable aids in the 
treatment of hemorrhage but they may not be 
depended upon as curative. 

When efforts at stimulation have failed to excite 
the uterus to activity, it is apparent that the organ 
is unable to respond and that further administration 
of drugs or the application of measures depending 
upon latent muscular efficiency to accomplish 
results are contra-indicated. Under such circum- 
stances firm intra-uterine tamponade is necessary. 

E. L. M.D. 


NEWBORN 


Still, G. F.: Attacks of Arrested Respiration in the 
Newborn. Lancet, 1923, cciv, 431. 


The author describes a typical case as follows: 

The subject is an infant a few hours or weeks old 
who has given no cause for anxiety. The labor per- 
haps was normal, there was no asphyxia at birth, 
and all seems to be progressing well, when the child 
is found leaden-colored or pale, having entirely 
ceased to breathe. Artificial respiration starts 
breathing again, and by the time the physician 
arrives the infant is lying placidly, shows a good 
color, and is breathing normally. In a few hours, 
however, it is again found in the abnormal condition 
described and only by prompt artificial respiration is 
life saved again. This is repeated for a day or two, 
and then probably in one of the attacks breathing 
cannot be restored and the infant dies. 

In the five cases observed by Still the age at which 
the attacks began was respectively about 16 hours, 
2634 hours, 5 days, 4 weeks, and 4 weeks and 5 days. 

Infants with these attacks are not necessarily 
feeble or poorly nourished. The infant which had 
them first when it was 2634 hours old weighed 9 lbs. 
at birth, and the infant which had them first when 4 
weeks and 5 days old weighed only 5% lbs. at birth 
and 8 lbs. when the attacks began. Asphyxia at birth 
is certainly not a necessary antecedent. 

The prognosis seems to be very unfavorable; only 
one of the author’s five patients recovered. The in- 
fant’s appearance in the intervals between the 
attacks is deceptive. The sudden and absolutely 
silent onset of the attacks must be borne in mind. 
It is essential that the infant be watched closely 
night and day until the attacks have been entirely 
absent for some time. At any moment, artificial 
respiration may be the only hope of saving life, and 
the nurse or mother must be instructed accordingly. 

Epwarp L. Cornett, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Deaderick, W. H.: Syphilis of the Adrenals. Am. J. 
Syphilis, 1923, vii, 72. 

Luetic lesions of the adrenals in congenital syphilis 
are not rare and in recent years have been frequently 
found at autopsy in cases of acquired syphilis. The 
marked asthenia sometimes observed in the course 
of syphilis has been attributed to luetic invasion of 
these glands. It is possible that the benefits derived 
from the use of adrenalin in the treatment of re- 
actions following the injection of salvarsan indicate 
the presence of such lesions which are unsuspected. 

Syphilis of the adrenals was recognized patholog- 
ically, especially in hereditary syphilis, before any 
clinical cases were reported. Lancereaux and Vir- 
chow found an increase in the size of the adrenals in 
this condition. Baerensprung found these struc- 
tures invaded by masses of nuclei and young con- 
nective-tissue cells. In 1869, Virchow and Hecker 
described gummata of these structures. According 
to Baerensprung and Huber, the suprarenal cap- 
sules are considerably swollen, hyperemic, and beset 
with small white granules or miliary spots the size 
of poppy seeds which traverse the cortical substance 
in the form of radiating strie. These masses are 
composed of nuclei and young cells. Ribadeau- 
Dumas and Pater studied the suprarenals in twenty 
cases of hereditary syphilis and found them affected 
relatively frequently. The conditions included sim- 
ple hyperemia, congestion with infective nodules, 
sclerosis, atrophic and sometimes cellular changes, 
simple sclerosis, gummata, and sclerogummatous 
degeneration. The treponema was very frequently 
discovered in these structures. Marshall and French 
state that evidence of inherited syphilis has been 
found in cases of infantilism, dwarfism, gigantism, 
myxoedema, acromegaly, exophthalmic goiter, and 
Addison’s disease, and cases have been reported in 
which these conditions were benefited by antiluetic 
treatment. The adrenals are enlarged also in ac- 
quired syphilis of the visceral type. 

Another striking characteristic of the adrenals in 
chronic syphilis is marked lipoidosis of the cortex 
which is found in many cases. This may be patchy 
or involve the entire cortex. Lespinasse says that 
amyloid degeneration of the adrenals is not uncom- 
mon. In congenital syphilis involving the paren- 
chyma the spirocheta pallida is present in large 
numbers. Eichorst states that at other times tuber- 
culosis or carcinoma in other organs, antecedent 
syphilis, suppuration, or other wasting discharge 
may suggest that the adrenal bodies are involved by 
tuberculosis, carcinoma, gumma, or amyloid degen- 
eration with consequent development of Addison’s 
disease. According to Reisman, Addison’s disease 


is usually due to tuberculosis of the adrenal glands, 
and in rare instances to syphilis, fibrosis, or tumor. 
Abstracts are given of the histories of eleven cases 
showing the Addison syndrome in close relationship 
to syphilis, but with a decided lack of uniformly 
favorable results following antiluetic treatment. 
C. D. Hotmes, M.D. 


Ziegler: Experiences in Pneumoroentgenography 
of the Renal Bed by Rosenstein’s Method 
(Erfahrungen mit der Pneumoroentgenographie des 
Nierenlagers nach Rosenstein). Fortschr. a. d.Geb. d. 
Roentgenstrahlen, 1922, xxx, 56. 


In the method described, the point of the needle 
lies within the fatty capsule between the posterior 
surface of the kidney and Zuckerkandl’s fascia, and 
the oxygen is allowed to spread only within the fatty 
capsule. As a rule, 300 to 400 c.cm. will be found 
sufficient. The use of a modified Brauer pneumo- 
thorax apparatus is preferable to inflation with a 
syringe. When the position of the needle is correct, 
the gas will distribute itself in a median and a lateral 
direction from the kidney simultaneously. 

This procedure makes it possible to see the kidney 
as easily as the heart. Its entire surface may be 
studied, and on oblique transillumination any 
changes in its anterior or posterior surface are clearly 
revealed. The stereoscopic exposure affords a won- 
derful view of the relation of the ‘kidney to its sur- 
roundings. In contrast to pyelography, the method 
gives information regarding the renal parenchyma. 
The fact that obliteration of the fatty capsule 
makes it impossible to surround the kidney with 
gas may be of value in the diagnosis of conditions 
formerly recognized with difficulty. GravuHan (Z). 


Neuwirt, K.: The Treatment of Reflex Anuria 
(Ein Beitrag zur Therapie der Reflexanurie). 
Zischr. f. urol. Chir., 1922, xi, 75. 


This article is begun by observations on the inner- 
vation of the kidney by the sympathetic and vagus 
nerves. Only in recent times has any emphasis been 
laid upon the secretory influence of the nerves upon 
renal function, an influence demonstrated by the 
fact that every cell of the renal tubules is surrounded 
by a delicate network of nerve fibers. The vaso- 
motor fibers originate from the splanchnic nerve; 
section is followed by polyuria due to paralysis of 
the vasoconstrictors, and stimulation results in con- 
striction of the blood vessels and oliguria. 

At the present time, the vagus is recognized as a 
nerve promoting secretion and an antagonist of the 
splanchnic nerve which inhibits secretion, but the 
activity of the nervous system is evidently that of 
a delicate regulator as the denervated or reim- 
planted kidney continues to function for a long time. 
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The reflex influences to which the renal function 
is subject are numerous. Excretion is decreased by 
cooling of the skin and irritation of the sciatic nerve 
or ureter. The incarceration of a stone, the kinking 
or compression of a ureter, and ligation or the pres- 
sure of a tampon upon the nerve plexus of the hilus 
after nephrectomy may produce reflex anuria or 
oliguria on the other side through a reflex spasm 
of the renal arteries. The path of this reflex should 
be sought in the splanchnic nerve, and the trans- 
ference from one side to the other in the individual 
segments of the spinal cord. 

Neuwirt attempted to determine the effect of the 
splanchnic nerve upon the renal function in man by 
anesthetizing its fibers. Theoretically this may be 
achieved by lumbar anesthesia, paravertebral root 
anesthesia, or splanchnic anesthesia according to 
the method of Kappis. Neuwirt used the Kappis 
method in a case of diabetes insipidus and found 
that the kidney on the side anesthetized excreted 
one-half again as much urine than the kidney on the 
other side. 

As reflex anuria and oliguria are produced by 
spasm of the renal vessels and reflex stimulation of 
the vasomotor nerves of the kidney, and these im- 
pulses are carried only by the splanchnic nerve, 
reflex anuria cannot develop and the stimulus con- 
ducted in a central direction from the kidney can- 
not reach the spinal cord if the course of the vas- 
omotors is interrupted by splanchnic anesthesia. 
Consequently, the inhibitory effect upon the renal 
function must disappear and the kidney must begin 
excretion following such interruption of the nerve. 

The author tested this theory in a case of reflex 
oliguria. Ten minutes after anesthetization of both 
splanchnic nerves with 30 c.cm. of a 1 per cent novo- 
caine-adrenalin solution the severe colicky pains 
were greatly relieved, and after an additional five 
minutes had ceased entirely. The amount of urine, 
which had reached 330 c.cm. during the previous 
twenty-four hours, rose to 2,255 c.cm. in the next 
fourteen hours. This attack had lasted for one and 
one-half days and was produced by the incarceration 
of a stone. Two months later two concretions were 
passed during another attack. 

In order to make sure of the effect, a bilateral 
anesthetization was done because the diagnosis 
was not absolutely certain; theoretically, unilateral 
anesthesia would have been sufficient. 

Additional observations and experiments must 
determine whether splanchnic anesthesia is an 
important means of treating nephrolithiasis and 
whether improvement of the diuresis is to be ex- 
pected in reflex oliguria or anuria. = JANSSEN (Z). 


VanderHoof, D., and Haskell, C. C.: The Relation 
of Acidosis to Nitrogen Retention in Experi- 
mental Nephritis. South. M.J., 1923, xvi, 170. 


Previous experiments upon dogs poisoned by 
methy! alcohol showed that while there was fre- 
quently a reduction in the alkali reserve of the blood, 
the degree of acidosis and the severity of the intoxi- 
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cation did not always vary in the same direction, 
In certain instances of severe or fatal poisoning the 
alkali reserve was found to remain at a high normal 
level to within a very short time before the death of 
the animal. In other cases a marked reduction jn 
the alkali reserve was unaccompanied by evidence of 
severe intoxication and the animal subsequently 
recovered. 

In experiments with mercuric chloride poisoning 
it was apparent that although there is a reduction 
of the alkali reserve, it is relatively insignificant in 
comparison with the increase in the non-protein 
nitrogen of the blood. It is well recognized that 
considerable damage to the renal structures may be 
present without leading to an appreciable retention 
of the nitrogen in the blood; that is, the increase 
in the blood nitrogen occurs relatively late, some 
time after the initial anatomical changes in the 
kidneys. 

The results obtained by the authors seem to in- 
dicate that, in some cases at least, the acidosis is 
not responsible for the severity of the intoxication 
by methyl alcohol or mercuric chloride. Not only is 
the reduction of the alkali reserve relatively slight 
in the beginning, but evidence of renal damage may 
be obtained before there is any decrease at all in 
the alkali reserve. And when the reserve alkali is 
kept at a high level by the intravenous injection of 
sodium bicarbonate, little effect seems to be exerted 
on the course of the poisoning and the impairment 
of renal function. Finally, a reduction of the alkali 
reserve through starvation and the administration 
of dilute hydrochloric acid, though fully as great as 
that seen early in the course of poisoning by mer- 
curic chloride, does not lead to a retention of nitro- 
gen such as occurs in the latter condition. 

The authors believe that in certain cases of mer- 
curic chloride poisoning, sodium bicarbonate ther- 
apy is useless and that unless great care is exercised 
in the intravenous injection serious damage or even 
death may ensue. The administration of alkali in 
supposed cases of acidosis should be resorted to only 
when it has been definitely shown that there is a 
reduction of the reserve alkali of the plasma, and 
even then, oral or rectal administration should be 
preferred to the intravenous injection of the solution. 

SAMUEL Kaun, M.D. 


Nieden, H.: Tuberculosis of the Kidney and 
Nephrectomy (Niecrentuberkulose und Nephrek- 
tomie). Zitschr. f. urol. Chir., 1922, x, 230. 


The question of the tuberculin treatment of 
tuberculosis of the kidney, which heretofore ap- 
peared indicated only in pronounced general tuber- 
culosis with an associated urogenital tuberculosis, in 
weak function of the other kidney, and in the after- 
treatment of tuberculosis of the bladder following 
nephrectomy, has again been raised. The renewed 
recommendation of conservative treatment stimu- 
lated an investigation of renal tuberculosis at the 
Jena Clinic from 1910 to 1920, with regard to the 
value of functional diagnosis and postoperative 


4 |_| 
| resu 
| trea 
prov 
retr 
| blac 
exte 
con: 
aut! 
tior 
dist 
ser’ 
acc 
Alt 
ity 
kid 
fail 
| cur 
as 
ly 
cor 
sug 
of 
by 
bat 
| the 
he 
of 
| the 
ne 
th 
ca 
du 
be 
tin 
| re 
ar 
fo 
ot 
ti 
se 
in 
cl 
m 
| 
gi 
th 
m 
ti 
al 
re 
te 
a 
b 
st 


GENITO-URINARY SURGERY 69 


results. Conservative treatment instead of operative 
treatment is justified in cases of unilateral disease 
provided it is possible constantly to determine the 
retrogression or advance of the condition. The 
bladder findings are not a reliable indication of the 
extent of renal disease but are decisive in indicating 
conservative treatment. 

With regard to the value of functional tests the 
author states that in many cases ureteral catheteriza- 
tion was impossible because of bladder changes, and 
distortions of the bladder prevent the certain ob- 
servation of the excretion of dyes. Therefore an 
accurate estimation of function was impossible. 
Although testing with dyes was of aid in the major- 
ity of cases, and particularly in tuberculosis of the 
kidney, Nieden also observed cases in which it 
failed completely, periods of normal excretion oc- 
curring when the kidneys were severely damaged, 
as shown by autopsy. Moreover, even in undoubted- 
ly functioning kidneys there may be no delay or 
considerable delay in the excretion of dyes and 
sugar. This is true particularly in cases of tumor. 

Wossidlo favors conservative treatment for cases 
of tuberculosis of the kidney which are diagnosed 
by catheterization of the ureters, the finding of 
bacilli, and the presence of pyelographic changes in 
the ureter and the renal pelvis. As borderline cases 
he regards those in which the delay in the excretion 
of dyes is twice that of the normal side. He believes 
that if this does not improve in two to three months, 
nephrectomy is indicated. In the author’s opinion, 
the excretion of dyes is not of such great signifi- 
cance; moreover, the danger to the second kidney 
during the two or three months of waiting is not to 
be disregarded. 

With regard to the end-results in cases of opera- 
tively treated tuberculosis of the kidney, Nieden 
reports on twenty-two cases of unilateral disease 
and one case of bilateral involvement; four of the 
former are excluded from the discussion because of 
other conditions. Of the remaining nineteen pa- 
tients, seven are dead, and of the twelve others, 
several have survived the operation for nine years. 

In only two of the unilateral cases was the disease 
in the early stages; the rest showed advanced 
changes. The immediate mortality (within two 
months) included fourteen deaths: two from ure- 
mia, one from suppurative peritonitis, and one from 
general infection. One of the cases of uremia was 
the case of bilateral disease. In the other the re- 
maining kidney showed fatty degeneration without 
tuberculosis. 

In two cases in which death occurred some time 
after operation (eleven and twenty-three months, 
respectively) the cause of death could not be deter- 
mined. In nine cases, the ultimate results were de- 
termined by subsequent examinations (on an aver- 
age, after four and one-half years). In all, there was 
considerable improvement in the general condition, 
but in two cystitis was found. Nieden sutures the 
stump of the ureter (the most frequent cause of per- 
sistence of a fistula), according to the method of 


Kuemmell, in an opening separate from the opera- 
tive wound, so that it can be treated secondarily. 
In five cases the bladder symptoms completely 
ceased but in these there was no ulcer formation in 
the bladder before the operation; of the remaining 
four cases, in which bladder symptoms were present, 
two showed no bladder changes previous to the 
operation. Therefore in three cases disturbances in 
the course of healing could be attributed to the 
stump of the ureter. 

The question as to whether conservative measures 
other than tuberculin treatment—such, for ex- 
ample, as sun and light treatment (Kisch)—offer a 
better prognosis, the author leaves unanswered. 
Recently Harrass has reported that tuberculosis of 
the kidney and testicle do not respond to helio- 
therapy. JeNsSEN (Z). 


Muller, G. P.: Abnormality of the Kidney Pelvis 
with Pyonephrosis. Surg. Clin. N. Am., 1923, iii, 
129. 

Muller reports a very unusual case of joined pelves. 
Following nephrostomy and nephrectomy of the 
right kidney a persistent fistula developed with in- 
termittent discharge of urine. One year later the 
patient died. Autopsy showed the pelvis of the left 
kidney to be full of pus-containing urine and to ex- 
tend behind the aorta and vena cava to the right 
side, where it communicated with the fistula. 

Pyelograms would have cleared up the diagnosis 
previous to operation, but the patient refused ex- 
tensive cystoscopic investigation. 

The diagnosis was pyonephrosis on the left side 
with communicating renal pelves. 

C. D. Pickrett, M.D. 


Grauhan, M.: The Anatomy and Clinical Aspect 
of Epithelial Neoplasms of the Renal Pelvis 
(Zur Anatomie und Klinik der epithelialen Neu- 
bildungen des Nierenbeckens). Deutsche Zischr. f. 
Chir., 1922, clxxiv, 152. 

Epithelial tumors of the renal pelvis show a 
papillary structure. As a rule they are multiple. 
The author defines these tumors as growth degenera- 
tions of the epithelium of the efferent urinary pas- 
sages which develop in predisposed tissue as the 
result of chronic irritation. A peculiar characteristic 
of the epithelial neoplasms of the renal pelvis is their 
tendency to extend to the ureter and bladder, fol- 
lowing the urinary stream. The tumor formations 
in the ureter and the bladder are frequently unlike 
the primary tumors of the renal pelvis. 

The secondary tumor formations in the ureter 
and bladder may be due to implantation metastasis, 
a multilocular origin, growth by continuity and 
dissemination along the lymph tract, or retrograde 
transportation. The solid and pavement-cell epithe- 
lial cancers spread by continuity from the renal 
pelvis to the ureter, but only the uppermost portion 
of the ureter is affected. The simultaneous affection 
of the lower portion of the ureter and the bladder is 
more characteristic of papillomata. 
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The renal parenchyma presents the picture of a 
hydronephrotic contracted kidney. The peculiari- 
ties of the clinical picture of tumors of the renal 
pelvis are shrinkage in the volume of the kidney 
demonstrable by palpation, hydronephrosis with 
marked and frequent hematuria, papillary tumors 
in the vicinity of a ureteral. ostium, the presence of 
villi in the urine of the ureters or bladder, and the 
pyelographic demonstration of a filling defect in a 
cystic kidney. As a rule, epithelial tumors of the 
renal pelvis do not produce metastases by way of 
the blood and lymph streams. 

Nephrectomy must always be supplemented by 
ureterectomy. 

Four of the author’s cases are reported. 
FRANGENHEIM (Z). 


Handley, W. S.: On Subcapsular Pyelotomy, with 
Remarks on the Origin and Treatment of Renal 
Calculi. Proc. Roy. Soc. Med., Lond., 1923, xvi, 
Sect. Surg., 21. 


After a brief discussion of the probability of occa- 
sional calculus formation in cysts in the renal cortex, 
the author proceeds to a critical survey of the differ- 
ent methods of removing stones from the kidney. 
He then describes in detail the operation of subcap- 
sular pyelotomy as he performs it. His method 
differs from the ordinary pyelotomy in that a flap 
of capsule is dissected up toward the pelvis and be- 
neath it entrance is gained to the cavity of the pelvis 
through an incision in the wall. Closure is effected 
by interrupted stitches in the divided capsule on 
the posterior renal surface. When necessary, bi-dig- 
ital exploration of the kidney can be made with one 
finger in the pelvis. Extrusion of calyx calculi 
through the renal cortex is also possible. 

The operation described was performed in eleven 
cases without the formation of fistula or other serious 
complications. In view of this fact and on account 
of the free access afforded, the author recommends 
it as the preferable procedure in the removal of 
kidney stones. 

The article is well illustrated and is supplemented 
by three selected case records. 

Joun G. CHEEeTHAM, M.D. 


Liebmann, M.: The Diagnosis of Malignant Tu- 
mors of the Kidney (Zur Diagnostik der malignen 
Nierentumoren). Zischr. f. Urol., 1922, xvi, 347. 


Malignant tumors of the kidney occur most fre- 
quently in the first year and the fourth and fifth 
decades of life. From the practical standpoint it is 
sufficient to differentiate between hypernephroma, 
carcinoma, sarcoma, and malignant embryonic 
nephroma. Hypernephromata constitute 60 to 70 
per cent of the growths. The pain usually begins 
early. The hemorrhage is very irregular and occurs 
more rarely in children than in adults; the first 
early hemorrhage is due to vascular erosion by the 
young neoplasm and the later hemorrhage to 
necrosis of the tumor. 

Although tumor formation is the most certain 
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sign in the diagnosis, it is not demonstrable until 
late. The symptoms of congestion are produced by 
the growth of plugs of tumor tissue into the vein or 
the pressure of metastases upon the lymph and 
blood channels. Symptomatic varicocele belongs to 
this group of symptoms. The most interesting 
metastases are those of hypernephroma, namely 
those found in the bones. These are usually more 
malignant than the primary tumor, but as they 
remain single for a long time, they do not contra- 
indicate operation. 

In discussing the diagnosis the author adheres to 
the Rovsing classification of cases of malignant 
renal tumor: 

Group 1. Cases with tumor and hematuria. In 
these the diagnosis is easy but the condition js 
usually well advanced. As functional tests are of 
little avail unless a considerable amount of paren- 
chyma has been destroyed, pyelography, pneumo- 
peritoneum and pneumoradiography of the renal 
pelvis are of great importance. 

Group 2. Cases witha palpable tumor but without 
hematuria. As a rule the relationship of the tumor 
to the kidney may be determined by the methods 
mentioned, but in some cases exploratory operation 
may be necessary. 

Group 3. Cases with hematuria but without 
tumor. These are the most difficult to diagnose. If 
palpation fails, the kidney must be exposed and, 
possibly, must be split. 

Regarding the nature of the tumor the author 
states that, because of their metastasis by way of 
the lymph passages, carcinomata frequently cause 
symptoms of congestion. Hypernephromata metas- 
tasize by way of the blood stream. 

Large size of the tumor does not contra-indicate 
operation, but firm adhesions to the surroundings 
prevent a successful operation. 

In the treatment, only nephrectomy comes up for 
consideration. The postoperative mortality the 
author gives as 10 per cent. Unfortunately, recur- 
rences and metastases are the rule. In cases of 
hypernephroma which has not perforated into the 

large blood vessels or through the capsule of the 
kidney the prognosis following operation is favor- 
able, provided the tumor does not show a particu- 
larly malignant histologic structure. Nephrectomy is 
of value also as a palliative measure as the patient 
usually improves for a time in spite of the develop- 
ment of recurrences and metastases. 

The author gives in tabular form operative and 
final results obtained at the Frankfort clinic. 
JANSSEN (Z). 


Price, H. T.: Urinary Calculi and Sarcoma of the 
Kidney in Children. Pennsylvania M. J., 1923, 
XXVi, 355. 


The author states that in the diagnosis of the ail- ) 


ments of children not sufficient attention is paid to 
the genito-urinary tract. The urine of newborn 
babies may contain crystals, and during the first 
year of a child’s life an attack of colic may be caused 
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by the passage of sand in the urinary tract. The 
author cites eleven cases of stones in the bladder or 
kidneys of young children. 

The mortality from sarcoma of the kidney in 
children is high. Of five children with this condi- 
tion who were seen by the author, only one sur- 
vived operation for a few months. The following 
conclusions are drawn: 

The prevention or cure of pathological conditions 
of the genito-urinary tract has not proved as suc- 
cessful as desired. 

Calculi should be discovered early after their 
formation in order to prevent serious suffering or 
death. 

The fact that calculi may quickly form again 
should be bornein mind. In some cases this is the rule. 

The early cure or removal of the source of infec- 
tion of the urinary tract is sometimes impossible. 
The X-ray is the most valuable aid in the diagnosis 
of calculi. 

Cystoscopic examination was made in a few of 
these cases but the diagnosis was made before this 
assistance was obtained. 

In four cases of sarcoma in girls no definite 
etiological factor could be determined. The only 
sarcoma occurring in a boy was probably of trau- 
matic origin. James A. H. Macovun, M.D. 


BLADDER, URETHRA, AND PENIS 


Crompton, C. R. B.: Partial Spontaneous Inversion 
of a Diverticulum of the Bladder with Dumb- 
Bell Stone. J. Urol., 1923, ix, 283. 


A case of partial spontaneous inversion of a diver- 
ticulum of the bladder with the coincident occur- 
rence of a dumb-bell stone is reported. The patient 
had passed multiple renal stones and complained of 
constant pain in the perineum which became more 
intense after jolting or shaking and was accompanied 
by frequency of micturition. Cystoscopic examina- 
tion revealed a bladder stone fixed to a tumor mass 
which was raised from the bladder wall. On ex- 


_ ploration of the bladder the tumor mass proved to 


be a small diverticulum almost completely inverted 
into the bladder cavity and covered with extensive 
hypertrophic granulation tissue. A nodular, pyra- 
midal-shaped stone was found in a sacculation at 
the apex of the inverted diverticulum. The in- 
verted diverticulum, which was 3 cm. in diameter, 
was dissected from the wall with scissors. 

Twenty-eight cases of coincident bladder stone 
and diverticulum have been treated at the Mayo 
Clinic. In a review of the literature the author was 
able to find only five cases of dumb-bell stone. 


Hepburn, T. N.: Obstruction at the Ureterovesical 
Vaive. Surg., Gynec. & Obst., 1923, xxxvi, 368. 


The author discusses in a general way the etiology, 
treatment, and prognosis of obstruction at the 
ureterovesical valve, gives abstracts of five cases, 
and includes in his article pyelo-ureterograms show- 
ing the condition. 
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This obstruction of the ureter may be due to 
spasm of its own circular fibers at its mouth or of 
those of the bladder wall. Every cystoscopist has 
noted that at times the ureteral os may contract 
to a pale dimpled knob which cannot be catheterized: 
Again he has noted that the catheter may pass the 
os but is clamped in the intramural portion by a 
spasm of the bladder. When one ureter has been 
catheterized before the bladder spasm occurs it may 
be impossible to catheterize the other one, and when 
the attempt is made, with a catheter in the bladder, 
to determine the functional output from the non- 
catheterized side, it is found that there is no output 
of urine from this side. Often pain in such a ureter 
will suggest renal pathology requiring nephrectomy 
when the kidney is normal but is functioning into a 
ureter temporarily closed by spasm at its outlet. 

Occasionally the so-called reno-renal reflex may 
be set up by a stone in the intramural portion of one 
ureter, the urine passing this without difficulty, but 
the other ureteral orifice in spasm causing renal 
distention and colic. 

In certain cases of obstruction of the uretero- 
vesical valve there may be a congenitally strictured 
os which at times may be completely closed by the 
muscle surrounding it. In others, in which there is 
trabeculation of the bladder wall, a cordal lesion 
due to syphilis or other cause may be the etiological 
factor. The author believes the majority of the 
cases come under the heading of spasm due to 
fatigue or nervous exhaustion analogous to spasm 
of the lower end of the oesophagus, the pylorus, the 
ileocecal valve, or the anus. The attack may be 
precipitated by the passage of irritating urine, in- 
fection, small stones, or crystals. 

During the acute pain, morphia and heat are 
necessary. Complete rest in bed is indicated until 
relaxation is established. If the spasm continues 
long enough to cause pyelitis, immediate supra- 
pubic incision into the bladder should be done and 
both ureteral orifices dilated with sounds. If the 
ureters are widely dilated and pyelitis and marked 
parenchymal deficiency are found, complete destruc- 
tion of the ureterovesical valves is advisable. If 
the distention of the ureters is only moderate and 
if the urine is free from pus and the kidney function 
is good, the treatment should consist in cutting the 
muscles down to the mucosa, the sphincter being 
left intact. 

In conclusion the author states that while the 
results of the operative procedures suggested are 
problematical, hydro-ureter, hydronephrosis, infec- 
tion, stone formation, and destruction of renal 
parenchyma will develop if the obstruction con- 
tinues. C. D. Hotmes, M.D. 


Hirst, J. C.: The Rapid Cure of Cystitis in Chil- 
dren. N. York M.J.& Med. Rec., 1923, cxvii, 263. 
The treatment advocated is described as follows: 
1. The child is placed in the dorsal lithotomy 
position, and its knees are held apart by an assistant 
or nurse. 
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2. Occasionally anesthesia will be necessary be- 
cause of the child’s unruliness, but not because of 
any pain caused by the manipulations. Light ether 
or chloroform anesthesia is all that is necessary, and 
for a few seconds only. 

3. A small soft rubber catheter is boiled and in- 
serted into the bladder after proper preliminary 
cleansing of the vulva. 

4. The urine in the bladder is allowed to flow out. 

5. No irrigation of the bladder is necessary. 

6. Through the catheter, by means of a piston 
syringe, 5 c.cm. of a 10 per cent of silvol or neosilvol 
solution are injected, the catheter being then quickly 
withdrawn. 

7. In most cases the solution will be retained from 
fifteen minutes to several hours. The younger the 
child the shorter the retention. Even if the solution 
is passed at once, however, sufficient will remain. 

In most cases the results are immediate. The 
tenesmus promptly ceases, the frequency of urina- 
tion diminishes or ceases, and the child immediately 
becomes comfortable and quiet. If the symptoms 
recur or the urine does not promptly clear, the injec- 
tion may be repeated. In the cases of girls of 6 or 7 
with cystitis of long-standing and with occasional 
exacerbations, repeated injections are often neces- 
sary, but in the acute cases, especially if no time has 
been wasted on improper treatment, the results are 
prompt and satisfactory. 

The age of the child has no bearing whatever on 
the practicability of the injections. The urethra of 
a female child is surprisingly distensible, as is well 
known, and no difficulty will be encountered. The 

author used the method without trouble in the case 
of an infant one month old. 
C. R. O’Crow ey, M.D. 


Gorasch: The Treatment of Tuberculosis of the 
Bladder (Behandlung der Blasentuberkulose). 
Verhandl. d. Kong. Russ. Chir., Petrograd, 1922. 


In Fledorow’s clinic and in the author’s private 
practice there has not been a single case of tuber- 
culosis of the bladder without renal tuberculosis. 
Therefore the treatment was always directed chiefly 
toward the affected kidney. In 75 to 80 per cent 
of the cases, nephrectomy was followed by healing 
of the tuberculous process in the bladder. These 
were cases showing circumscribed tuberculous foci. 
The author designates this condition as ‘‘tuber- 
culosis of the bladder,” and diffuse tuberculous dis- 
ease of the bladder as “tuberculous cystitis.” In 
cases of tuberculous cystitis the bladder lesions do 
not heal spontaneously after nephrectomy and re- 
quire supplementary local treatment. For the latter 
the author has successfully used high-frequency cur- 
rents according to the method of Heitz-Boyer. If 
the bladder is large enough he applies the treat- 
ment within the bladder, but if it is not, he per- 
forms an epicystotomy and applies it to the opened 
bladder. 

In the discussion on urogenital tuberculosis fol- 
lowing this paper, Cholzoff claimed that in the rare 


cases in which, after properly carried-out nephrec- 
tomy, the tuberculosis of the bladder does not dis. 
appear spontaneously, healing may be obtained by 
a wide cystotomy and placing the bladder completely 
at rest. 

For the diagnosis of tuberculosis of the kidney, 
Petroff recommended the injection of 10 to 15 c.cm. 
of urine into the abdominal cavity of guinea-pigs 
(not subcutaneously) and necropsy after ten to 
twelve days. If the urine contained tubercle bacilli, 
the entire peritoneum and the spleen will be found 
covered with miliary tubercles. By this method 
the diagnosis may be made much more quickly 
than by the subcutaneous injection of the virus. 

Perrorr (Z). 


Zsigmond, F.: A Case of Hemorrhagic Purpura of 
the Bladder (Ueber einen Fall von Purpua 
vesicae haemorrhagica). Gydgydszat, 1922, xlv, 618. 


After reporting a characteristic case the author 
discusses the proper application of the term “pur 
pura of the bladder.’”’ The disease to which it be- 
longs is one in which hematuria occurs without any 
previous warning or after only a slight indisposition 
a moderate rise in the temperature, and slight, if 
any, dysuria. With the exception of the blood and 
albumin, nothing pathologic is demonstrable in the 
urine. On cystoscopic examination, however, red 
to dark-brown hemorrhagic spots are seen on the 
normal mucous membrane, which resemble the 
hemorrhagic spots in the skin and mucous mem- 
brane in constitutional purpura or scurvy. The term 
“purpura of the bladder” can be applied properly 
only to those cases in which there is general involve- 
ment of the blood vessels (purpura hemorrhagica, 
scurvy, etc.). For cases in which the inflammation of 
the bladder mucosa is responsible for the ecchy- 
moses, the term “hemorrhagic cystitis” should be 
used. 

Early cystoscopic examination is of the greatest 
importance even when the hematuria is very slight. 

The treatment is directed against the constitu- 
tional basic disease. Rest and a suitable diet are also 
indicated. Von LoBMAYER (Z). 


Smith, G. G.: The Treatment of Cancer of the 
Bladder by Radium Implantation. J. [rol., 
1923, 1X, 217. 

The implantation in bladder cancer of bare tubes 
of radium emanation of low potency or of radium- 
bearing needles of 5 mgm. each, will cause complete 
necrosis of the tumor, provided the tubes are in- 
serted 1 cm. apart and so placed that the entire 
periphery of the growth is brought within reach of 
rays of lethal power. 

Two classes of growths are suitable for this treat- 
ment: (1) small, single papillary carcinomata, into 
the bases of which bare emanation tubes may be 
deposited by intravesical methods, and (2) sessile 
carcinomata or the bases of large fungating growths 
destroyed with the cautery, into which radium may 
be implanted through a suprapubic cystotomy. 
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It is inadvisable to bring about the necrosis of a 
tumor more than 3 or 4 cm. in diameter, as the ab- 
sorption of toxins from the infected slough is apt to 
prove fatal. 

In treating cancer of the bladder by this method 
the problem is to use enough radium to destroy the 
cancer, but not enough to injure the patient. 

A number of cases of cancer of the bladder in 
which the growth could not have been excised suc- 
cessfully have shown complete clinical disappear- 
ance of the growth following the implantation of 
radium. C. R. O’Crow ey, M.D. 


Buerger, L.: A New Method of Applying Radium 
through the Cystoscope. J. Urol., 1923, ix, 227. 


The purpose of the method described is to obviate 
the necessity of leaving the cystoscope in position 
during the time of radium contact. The equipment 
needed consists of special radium needles and appli- 
cators for inserting them into the growth, which 
can be used through the author’s operating cysto- 
scope or a radium cystoscope. 

The construction of the needles and applicators, 
the technique of introducing the needles into the 
growth, and the removal of the applicator and 
cystoscope are described and illustrated. 

This method of applying radium is applicable to 
the treatment of carcinoma without surgery, treat- 
ment preliminary to surgery, and the treatment of 
metastasis. Henry L. Sanrorp, M.D. 


Corbus, B. C.: Diathermy in the Treatment of 
Tumors of the Lower Urinary Tract. J. Urol., 
1923, ix, 203. 

In describing his technique the author states that 
diathermy is the application of thermic properties 
of bipolar currents of very high frequency and low 
tension (d’Arsonval current) as distinguished from 
the high-tension unipolar current of Oudin which 
carbonizes and lessens heat penetration. 

The effect desired is a cooking-through of the 
tissue to be destroyed by deep penetration of the 
current with a comparatively low degree of heat. 
This produces an aseptic death, a sealing of vascular 
elements, and subsequent formation of scar tissue. 

In heat coagulation of bladder tumors through a 
suprapubic opening the author introduces the elec- 
trode through a glass speculum and controls the de- 
gree of heat penetration by a thermometer in the 
rectum or vagina. The bladder is closed with Pezzer 
catheter drainage to allow reinspection and an 
opportunity for a second application of diathermy in 
case of recurrence. H. L. Sanrorp, M.D. 


Petroff, N.: Resection of the Urethra with Mobil- 
ization and Suture in Cicatricial Strictures 
and Fistulz (Die Resektion der Harnroehre mit 
Mobilisierung und Naht bei Narbenstrikturen und 
Fisteln). Arch. f. klin. Chir., 1922, cxxii, 1. 


_ In every case of cicatricial stricture of the urethra 
in which the use of bougies is not sufficient, resection 
of the stricture followed by suture is preferable to 
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any plastic operation or free transplantation because 
of its certainty and simplicity. 

In the years 1920 and 1921 the author operated on 
eleven cases with defects varying in length from 1.5 
to 7 cm., and in one case with a defect 12 cm. long. 
The last patient, who was afflicted with multiple 
gonorrhoeal fistula and suppuration, died from sep- 
sis five days after the operation, but all the others 
were cured. In the cured cases, in which there was 
no after-treatment with bougies, a stricture (fold?) 
was demonstrable on subsequent examination with 
a bougie only once, but the patient was able to urin- 
ate without difficulty, and in the other cases the 
urethra remained patent. However, the author was 
able to follow his cases for only three or four months. 

At operation, Petroff made a temporary supra- 
pubic bladder fistula for the introduction of a me- 
tallic catheter by way of the bladder in searching 
for the stricture. MARWEDEL (Z). 


GENITAL ORGANS 


Horn, W., and Orator, V.: Hypertrophy of the Pros- 
tate (Zur Frage der Prostatahypertrophie). Zéschr. 
f. Path., 1922, xxviii, 340. 

The authors attempted to determine whether 
hypertrophy of the prostate is a true tumor forma- 
tion or a compensatory hypertrophy, and to discover 
the anatomical origin of the glandular nodules. ¥or 
a clear understanding of the anatomy the following 
groups of glands are distinguished: 

1. The mucous glands of the urethral mucosa. 

2. The submucous or paraprostatic glands which 
extend to the muscular layer and fall into three 
groups: (1) the glandule paraprostatice superiores, 
or the group of Jores, which are embedded in the 
dorsal side of the urethra above the colliculus semi- 
nalis and at the fundus of the bladder, (2) the 
glandule prostatice mediales, which lie at the side 
of the colliculus seminalis, their ducts opening on 
the lateral wall of the urethra, and (3) the glandu- 
le prostatice inferiores, which are found directly 
above the urogenitale trigone in the ventral ureth- 
ral wall. 

3. The true prostatic glands, which lie external 
to the inner sphincter of the urethra, are surrounded 
by muscle fibers and are to be classified, according 
to their position in relation to the colliculus semi- 
nalis, into the prespermatic (cranial) and the retro- 
spermatic (caudal) group. 

With regard to true prostatic hypertrophy, in 
which two types may be distinguished—one with 
enlargement of the median lobe, and the other with 
enlargement of the lateral lobes—the authors state 
that on the basis of serial sections it has been 
demonstrated that the condition usually responsible 
is hypertrophy of the upper and middle groups of 
submucous paraprostatic glands mentioned. In cer- 
tain cases, however, the prespermatic true prostatic 
glands may be concerned in enlargement of the 
middle lobe and the retrospermatic true prostatic 
glands in enlargement of the lateral lobes. A reliable 
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conclusion is possible, however, only in the early 
stages before secondary perforations of the limiting 
musculature have occurred. 

Enlargement of the lower ventral group of para- 
prostatic glands is as yet unknown, but the authors 
believe such a condition is possible. Mention is 
made of Simmond’s hypothesis that the nodules 
forming the basis of prostatic hypertrophy are 
caused by proliferation originated by a hormone 
from the testicle to replace atrophied prostatic 
tissue. In the authors’ opinion, however, the aden- 
oma nodules are tumorous proliferations. Their 
proposal to drop the term “prostatic hypertrophy” 
as misleading, and to use instead the term ‘‘adenoma 
of the paraprostatic glands” deserves attention. 
(Z). 


Von Borza, J.: Adenoma of the Accessory Glands 
Suggesting Prostatic Hypertrophy (Unter dem 
Bilde der Prostatahypertrophie auftretende Ade- 
nome der akzessorischen Druesen). Zéschr. f. urol. 
Chir., 1922, ii, 109. 

In the normally developed adult the prostate 
weighs 15 to 22 gm., and consists half of gland tis- 
sue and half of muscular and connective tissue. 
Senile involution of the prostate sets in between the 
fiftieth and sixtieth years of age. At the same time 
an enlargement of the peri-urethral glands begins. 
The latter are of entodermal origin and develop from 
portions of the wolffian duct. 

The prostate lies external to the sphincter and 
the accessory glands are within it. In the so-called 
hypertrophy of the prostate, it is never a matter of 
enlargement of the prostate itself, but always of 
tumor-like proliferation of these often extraordi- 
narily enlarged or multiplied groups of glands. Such 
a group of glands removed at operation is seen to 
consist of a large number of individual nodules 
ranging in size from that of a pinhead to that of a 
bean or hazelnut. These can be separated by a 
blunt instrument and without the use of force. 
Each possesses a capsule. The prostate itself is 
compressed by this tumor and appears as its cap- 
sule. After the operation, when freed from pres- 
sure, it resumes its former position and size. 

Because of these facts the author believes that 
the term ‘“‘adenoma or fibro-adenoma of the acces- 
sory peri-urethral glands” should be substituted for 
the term “hypertrophy of the prostate.” 

(Z). 


Marion: Epididymectomy in Genital Tuberculosis 
(De l’epididymectomie dans la tuberculose genitale). 
Presse méd., Par., 1923, XXxi, 129. 


The author urges the treatment of genital tuber- 
culosis by epididymectomy. Citing ninety-five re- 
cent cases, he denies that in a large majority the 
testis is involved as well as the epididymis. In 
his series, only thirteen showed testicular involve- 
ment. 

Epididymectomy is preferable to castration even 
when there are secondary infections and fistule. 


The idea that surgical removal of the tuberculous 
lesions favors spreading of the disease is false. Long- 
continued medical treatment usually fails to effect a 
cure and often leads to involvement of contiguous 
organs or the formation of abscesses and fistul:. 
Epididymectomy is very simple. The technique 
used by the author is described briefly. Of twenty- 
five patients subjected to this operation, nineteen 
were cured. SPEED, M.D. 


Aronowitsch, G. D.: Anomalies in the Descent of 
the Testicles in the Weak-Minded (Ueber die 
Anomalien des Descensus testiculorum bei Schwach- 
sinnigen). Nautschnaja Medizqua, 1922, ix, 123. 

To the physical stigmata of mental inferiority 
belong, among others, anomalies in the descent of 
the testicles, consisting in their retention or re- 
tarded descent. With regard to these anomalies 
Aronowitsch examined 285 pupils in various insti- 
tutions for retarded mental development (idiots, im- 
beciles, etc.). The anomaly was found in 28.42 per 
cent. The incidence was greatest in children be- 
tween 3 and 11 years of age, and lowest in those at 
the age of puberty. The author draws the following 
conclusions: 

1. Retention of the testicles is a congenital anom- 
aly of embryological origin which, in association 
with other morphological and functional disturban- 
ces, indicates a general arrest of development. 

2. The anomaly is one of the most common in 
psychopathic children (28.42 per cent). 

3. The condition may be unilateral or bilateral, 
and occasionally is associated with congenital hernia 
(5.96 per cent). It is found most frequently in the 
cases of serious retardation of psychic development 
which are characterized by numerous physical stig- 
mata. 

4. In many cases the retention is only temporary 
and the testicle will reach its proper position at 
puberty. 

5. Retention of the testicle is of itself not a sign 
of hereditary taint or disturbance of psychic develop- 
ment. Beck (Z). 


MISCELLANEOUS 


Braasch, W. F.: The Relation of the General 
Practitioner to the Urologist. Minnesota Med., 
1923, Vi, 128. 

The general practitioner has the advantage, which 
the urologist usually does not have, of observing the 
first symptoms of lesions of the urinary tract. The 
author outlines the significance of some of the com- 
mon symptoms observed in surgical conditions in 
the urinary tract. One of the most common symp- 
toms and a symptom of marked clinical importance 
is hematuria. Hematuria without bladder symp- 
toms is usually of renal origin. Profuse hematuria of 
short duration without bladder symptoms is sug- 
gestive of renal neoplasm. If the bleeding is asso- 
ciated with bladder symptoms the condition may be 
either a transient infection, or, if persistent, due to 
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a neoplasm. With regard to urinary frequency the 
author states that there are three important types: 
that occurring in the young adult, that occurring in 
the male at the age of prostatic enlargement, and 
that occurring in the female. Persistent diurnal fre- 
quency and pyuria suggest renal tuberculosis. Fre- 
quency in the female may be due to a transient 
colon-bacillus infection. If it persists, further in- 
vestigation should be made. Frequency caused by 
an obstructing prostate is often confused with cys- 
titis, but the absence of residual urine and the varia- 
tions in the character of the prostate on rectal palpa- 
tion often indicate the correct diagnosis. Not infre- 
quently, prostatic obstruction is due to an over- 
looked malignant enlargement. Rectal palpation 
should be routinely carried out in the cases of adult 
males with symptoms of disease of the urinary tract. 

Colic due to ureteral stone is frequently diagnosed 
as appendicitis. In the absence of localized tenden- 
cies and a high leucocyte count a delay is justified in 
most cases until an examination of the urine and a 
roentgenogram of the urinary tract can be made. 

Small renal stones not infrequently pass, but re- 
peated colics or several days of constant pain make 
investigation of the urinary tract imperative. Under 
certain circumstances, acute urinary retention is 
more safely relieved by suprapubic drainage than by 
making a passage through the urethra with instru- 
ments. 

It is evident that the early intelligent observation 
and advice of the general practitioner is of the 
greatest importance to the patient with disease in- 
volving the urinary tract, and that the early recog- 
nition of surgical conditions and coéperation with 
the urologist are large factors in recovery. 


Keyser, L. D.: The Etiology of Urinary Lithiasis: 
An Experimental Study. Arch. Surg., 1923, vi, 
525- 

The author endeavored to subject the commoner 
theories of calculus formation to laboratory experi- 
ment. Efforts to increase the visible crystalline con- 
tent of the urine by the forced oral, intramuscular, 
and subcutaneous administration of calcium salts 
proved futile. The administration of oxalates caused 
a moderate oxaluria but no concrement formation, 
while the subcutaneous injection of normal butyl 
oxalate produced an intense oxaluria. A change in 
the form of the calcium oxalate crystals to a coales- 
cent type and the consequent formation of calculi was 
noted in one instance in the series. Bits of tissue 
(muscle and fascia) placed in the renal pelvis to act 
as a nucleus became impregnated with lime salts 
only in the presence of infection. Under sterile con- 
ditions such impregnation did not take place. 

The formation of calculi was studied also by feed- 
ing diamino-oxalic acid (oxamid) to rabbits after the 
method of Ebstein and Nicolaier. Fifty per cent of 
the rabbits and dogs fed oxamid showed calculus 
formation in the urinary tract. Cultures from the 
kidneys and the urine of such animals were con- 
sistently sterile. The oxamid seemed_to be excreted 
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as such or as a hydrolysis product in combination 
with organic pigment material. The crystals of 
oxamid thus deposited differed in form from the syn- 
thetic product fed and showed a tendency to fusion 
which varied with the several morphologic varieties 
of crystals observed. Precipitation of synthetic 
oxamid from human or animal urine im vitro yielded 
crystalline forms identical with those passed by ani- 
mals fed the drug. These crystals also tended to fuse 
and form concretions. By removing most of the 
organic pigment material from the stone-forming 
oxamid crystals a form closely resembling synthetic 
oxamid in crystalline morphology was obtained. 

Oxamid seemed to be specifically precipitated in 
combination with the colloidal organic material 
normally present in animal urine. In this precipita- 
tion there is a tendency to fusion and stone forma- 
tion, a fact suggesting that calculi in human beings 
may be due to atypical deposition of crystals by 
pathologic colloids present in pus formed by bacterial 
infection or brought into the urinary stream by 
anomalous metabolic processes. 

In case of oxamid stone formation, mechanical 
factors such as organic nuclei, stasis, and diverticula, 
while not essential to the process, greatly increase 
the deposition of fusing crystals and hence cause the 
stone to grow. This suggests the possibility that 
such factors play a similar réle in the formation of 
the stones seen clinically. 

Several experiments illustrating the effect of col- 
loids produced bacterially in the precipitation of 
small concretions are cited. Twelve rabbits were fed 
with sodium oxalate after a colon-bacillus infection 
had been produced in one kidney. Four of these 
developed small concretions in the calices of the 
infected kidney. 

In one instance concretions were produced by the 
intravenous injection of colon bacilli grown from a 
calculus obtained from a clinical case into a rabbit 
whose kidney had been previously traumatized. 

It is suggested that there are four protective mech- 
anisms against the formation of stone: (1) the nat- 
ural metabolic defense against the over-concentra- 
tion of urinary crystalloids, (2) the protective col- 
loids of the urine, (3) the ability of the urine, when 
saturation is reached, to deposit crystals singly in 
isolated units, and (4) the form and rauscular ac- 
tivity of the urinary tract. 

Calculi are due to abnormal colloidal matter in 
urine. This probably arises most frequently from in- 
flammatory exudates of specific bacteria. The pos- 
sibility that bacteria may be formed from excessive 
crystalline excretion is emphasized. Stasis in the 
urinary tract, while not a cause of stone, promotes 
stone growth when the stone-forming process is 
present. 

Bachrach, R.: The Operative Treatment of Genital 
Tuberculosis (Zur operativen Behandlung der Geni- 
taltuberkulose). Zéschr. f. urol. Chir., 1922, xi, 114. 

The author reports that, in the course of years 
epididymectomy was practiced more frequently by 
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Zuckerkand1I in isolated tuberculosis of the epididy- 
mis and in cases in which the extent of the process 
did not necessitate the removal of the testis. The 
technique of epididymectomy was as follows: 

After the incision in the skin of the scrotum was 
made under local anesthesia the vas deferens was 
divided and the head of the epididymis dissected 
from the testis along its medial surface, with care to 
preserve the venous plexus emanating from the 
testis. After opening of the tunica vaginalis, the 
serosa was split between the testis and epididymis 
and from there the latter was dissected in an upward 
direction. The stump of the vas deferens was then 
sutured into a slit in the skin above the incisional 
wound to isolate it and to facilitate local treatment. 

In cases of marked caseous softening of the epidid- 
ymis, in which a dissectional extirpation of the organ 
is not always possible, the diseased tissue may be 
excochleated and the wound surface sutured into 
the skin slit. 

Of seventy cases of tuberculosis of the testis or 
epididymis, thirty-two were treated by unilateral 
castration and two by total castration. Operation 
was done thirty-six times for tuberculosis of the epi- 
didymis (eight bilateral epididymectomies, twenty- 
one unilateral epididymectomies, and curettage of 
the tuberculous focus and implantation of the wound 
surface in the skin in seven cases). 

The ages of the patients were as follows: 15 to 20 
years, five; 20 to 30 years, twenty-one; 30 to 4o 


years, fifteen; 40 to 50 years, eight; 50 to 60 years, 
fourteen; and 60 to 70 years, seven. Just as in 
tuberculosis of the bones and joints, trauma is an 
important predisposing factor also in tuberculosis 
of the epididymis. Gonorrhoea was found in only 
sixteen of the author’s cases. In twenty, there was 
an associated lesion at the pulmonary apices. Com- 
plicating tuberculosis of other organs the author 
found in eleven cases (including tuberculous adenitis 
in children). Tuberculosis of the kidney and of the 
genital organs is frequently associated with tuber- 
culosis of the epididymis. The author found tuber- 
culosis of the kidney in 20 per cent of his cases. In 
eight, nephrectomy had been done, and in five a 
nephrectomy and an epididymectomy. 

In general the author is opposed to the conserva- 
tive treatment of genital tuberculosis. He has been 
able to trace twenty-five of the patients he treated 
surgically. Five were dead at the end of three years 
and fifteen were well. Of the latter, six were treated 
by epididymectomy, eight were subjected to unilat- 
eral castration, and one was treated by bilateral 
castration. 

In conclusion, Bachrach reports the case of a 35- 
year-old man in which, after failure of many 
methods, the spreading tuberculous process was 
finally arrested by extirpation of the seminal vesicle. 
The time since the operation is still too short, how- 
ever, to warrant definite conclusions as to the end- 
result Gtass (Z). 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Weston, P. G., and Howard, M. Q.: Magnesium 
Sulphate as a Sedative. Am. J. M. Sc., 1923, 
clxv, 431. 

Pure recrystallized magnesium sulphate with its 
water of crystallization was made into a 50 per cent 
solution with distilled water, sterilized, and injected 
subcutaneously and intramuscularly. The authors 
have given more than a thousand such injections. 
No local pain or sloughing occurred when a proper 
aseptic technique was used. In 82.7 per cent of the 
cases the sedative action was prompt, the patient 
becoming quiet after from fifteen to thirty minutes 
and sleeping from five to seven hours. In a few 
instances the patient became quiet but did not sleep. 
The effect persisted for from five to ten hours. 

In many cases the salt was found to be an excellent 
substitute for morphine and hyoscine. In 6 per cent 
of the cases it was necessary to repeat the dose of 
2 c.cm. before sedation was obtained. In 11 per 
cent no effect at all was noted after the injection 
of three or more doses. 

In the dose necessary to produce sedative effects 
the salt is harmless. The authors have not had an 
opportunity to use the salt in pre-operative or post- 
operative cases or acute thyrotoxicosis. 

E. C. RositsHEK, M.D. 


ANESTHESIA 
Robledo y Sanz: Arterial Pressure in the Different 
Types of Anzsthesia (La presién arterial en las 
distintas anestesias). Rev. espan. di cirug., 1922, iv, 
344- 

The authors have made 100 experimental deter- 
minations of the blood pressure under different 
types of anesthesia: chloroform anesthesia in forty- 
six cases; ether anesthesia in four; mixed anesthesia 
(chloroform and ether) in fifteen; spinal anesthesia 
in fifteen; regional anesthesia in four; and local 
anesthesia in sixteen. 

From these investigations he draws the following 
conclusions: 

1. Anesthesia in general, and chloroform anes- 
thesia in particular, causes the arterial pressure to 
fall in more than 50 per cent of the cases during the 
period of anesthesia. 

2. Mixed anesthesia also may cause a fall in the 
arterial pressure, but does not do so in such a high 
percentage of cases as general anesthesia. 

3. Spinal anesthesia frequently causes the arte- 
rial pressure to drop. Therefore it is not so harmless 
as is generally believed. 

4. Whatever the pathology of shock, general an- 
wsthesia (chloroform anesthesia especially) favors 
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its development by causing a rapid fall in the arte- 
rial pressure. 

5. The arterial pressure after the induction of 
anesthesia depends upon many factors, including 
idiosyncrasy to the anesthetic, the influence of 
hospital environment upon the patient, the serious- 
ness of the traumatism, the patient’s condition, etc. 

6. Local anesthesia usually increases the arterial 
pressure or does not change it at all. 

W. A. BRENNAN. 


Valentin, B.: The Freezing of Nerves (Die Nerven- 
vereisung). Med. Klin., 1922, xviii, 1337. 

The sequence in which the individual elements of 
mixed nerve stems lose their function in freezing 
of the nerve has not yet been determined with cer- 
tainty. The views of many investigators are dia- 
metrically opposed. The most reliable findings are 
those of Laewen, who showed that the sensory nerve 
conduction is lost first and the motor function some- 
what later. Interruption of conduction persists 
longest after section of the nerve, continuing until 
the beginning of regeneration. It lasts for some 
time also when alcohol and ammonia are used be- 
cause these cause firm cicatrices. Freezing interrupts 
conduction for only three days. Ethyl chloride and 
carbonic acid differ only in the degree of the cold, 
the former giving 38 degrees and the latter 78 de- 
grees, but the effect is the same. 

If we knew the effects of the loss of function in 
the individual portions of a mixed nerve, it would 
be possible to learn also the length of time neces- 
sary to obtain them and thus to exclude only that 
portion of the nerve which it is desired to block. 

It appears that the freezing procedure offers the 
best outlook for the future, especially as it is ap- 
plicable wherever temporary exclusion is required. 
Microscopic examination on the third day after the 
freezing reveals degeneration of the central stump 
but soon thereafter shows regeneration. 

In conclusion the author calls attention to a recent 
work on this subject by Bielschowsky, and supple- 
ments his article with a bibliography. 

WEICHERT (Z). 


Dewes, H.: Blood-Sugar Determinations in Cases 
of Operation Performed under Local Anzs- 
thesia and Ether Anesthesia (Ueber Blutzuck- 
eruntersuchungen bei Operationen in Lokalanaes- 
thesie und Aethernarkose). Arch. f. klin. Chir., 1922, 
cxxii, 173. 

In practically all cases of extraperitoneal opera- 
tions performed under local anesthesia induced with 
novocaine-adrenalin solution, a slight increase in the 
blood sugar occurs, which is due entirely to the in- 
jection of the anesthetic fluid. In cases of lapa- 
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rotomy performed under local anesthesia and ether 
anesthesia, the blood sugar may increase to from two 
and one-half to four times the normal value. This is 
attributed to a complex effect of various stimuli 
upon the peritoneum and the sympathetic nerves 
in the upper abdomen. Postoperative glycosuria 
is rare even when there is a considerable increase in 
the blood sugar during the operation, but it may 
appear after local anesthesia as well as ether anes- 
thesia when there is no increase in the blood sugar. 
RAESCHKE (Z). 


Mirizzi, P. L.: Splanchnic Anzsthesia (Anestesia 
esplacnica). Rev. méd. d. Rosario, 1922, xii, 347. 


Mirizzi reports the results obtained with the 
Kappis method, in which only one posterior injec- 
tion of the anesthetic is given. With the Braun 
method, tried in three cases, he obtained satisfactory 
anesthesia in only one case. Altogether, thirty- 
three cases of surgical diseases of the upper abdomen 
were operated upon under splanchnic anesthesia; in 
twenty-six the Kappis method was used, 30 c.cm. of 
I per cent novocaine-adrenalin solution being admin- 
istered at one injection on the right side. The re- 
sults were satisfactory in twenty-three cases (88.46 
per cent) and mediocre in three. In four cases it was 
necessary to complete the anesthesia with 10 c.cm. 
of the same solution given according to the Braun 
technique. In two of the three cases in which the 
results were mediocre, this anesthesia was the first 
anesthesia, and in one, the needle was too short. An 
important advantage of splanchnic anesthesia is its 
duration, which may be as long as two and one-half 
hours. W. A. BRENNAN. 


Meeker, W. R.: The Use of Paravertebral Nerve 
Block Anesthesia in General Surgery. Minne- 
sota Med., 1923, vi, 138. 

Local anesthetic procedures are divided into: (1) 
terminal infiltration, (2) field block, and (3) nerve 
block. The newer methods of nerve block were 
gradually evolved by efforts to widen the scope of 
operations which may be performed under local 
anesthesia. In paravertebral nerve block the nerves 
are blocked at their points of emergence from the 
spinal canal; this may be applied to any spinal 
nerve and to any level of the spine. Each procedure 
is called by the name of the vertebral segment to 
which it belongs. 

Block of the cervical plexus may be performed by: 
(1) the posterior route, (2) the lateral direct route, 
and (3) the lateral oblique route. The lateral 
methods give a deeper and more efficient anesthesia. 
Of the two lateral methods the oblique is to be pre- 
ferred to the direct because in the former there is 
no danger of injuring the vertebral vessels and spinal 
cord. Block of the cervical plexus by the lateral 
oblique method is a safe and efficient procedure and 
gives an adequate anesthesia for all operations on 
the neck. 

Thoracic and lumbar paravertebral nerve block is 
most efficient in laminectomy and thoracic opera- 
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tions. It also has a limited value in radical removal] 
of the breast and in nephrectomy. The use of bj- 
lateral paravertebral nerve block for abdominal 
operations is not to be recommended. The technique 
is highly complicated, tedious, and time-consuming, 
the anesthesia is often insufficient, the demands 
made upon the patient’s psyche are rather severe, 
and the injections are not free from risk. In the 
experience of the Mayo Clinic this procedure has 
been unsatisfactory for abdominal surgery even in 
the hands of experts. In block of the sacral nerves 
preference is given to the trans-sacral method in 
which injection of the nerves at the posterior sacral 
foramina is combined with a low epidural injection. 
By this method a very good anesthesia of the entire 
pelvic floor and viscera is produced. When it is 
combined with a field block in the abdominal wall 
for suprapubic incision, resection of the bladder and 
prostatectomy may be performed painlessly. 

The value of paravertebral nerve block is not the 
same at all levels of the spine. It is most efficient 
in surgery of the pelvic floor and viscera and the 
neck. It is least satisfactory in abdominal surgery, 
in which its use is never indicated. 


Ciaprini, G.: A Clinico-Statistical Contribution on 
Spinal and Local Anesthesia from the Aquila 
Hospital (Contributo clinico-statistico sulle rach- 
ianestesie ed anestesie locali praticate presso 
l’Infermeria presidiaria di Aquila). Policlin., Rome, 
1922, XXX, Sez. prat., III. 


In the Aquila Hospital spinal anesthesia was 
induced in the cases of 286 patients ranging in age 
from 20 to 60 years. In 284, stovaine was employed. 
In 257 of these, a positive immediate anesthesia was 
obtained; its duration varied from one and one-half 
to two hours. In 105 cases local anesthesia was 
induced for minor operations, novocaine being used 
in the majority. From this experience Ciaprini 
draws the following conclusions: 

1. Spinal anesthesia may be employed when gen- 
eral and local anesthesia are contra-indicated. 

2. Dangers, failures, and inconveniences depend 
upon the dosage, the nature, purity, and stability of 


the preparation used, and the region in which the » 


puncture is made. Stovaine, mixtures of stovaine 
and novocaine, and novocaine and adrenalin have 
been found non-toxic. For sub-umbilical operations 


the puncture should be made at the level of the third . 


or fourth vertebra. 

3. Local anesthesia induced with novocaine and 
adrenalin should be used when general anesthesia 
and spinal anesthesia are contra-indicated. 

W. A. BRENNAN. 


Fasano, M.: Supra-Umbilical Spinal Anaesthesia 
(La rachianestesia sopra-ombelicale). Arch. ital. di 
chir., 1922, vi, 507. 

After a preliminary injection of 0.01 gm. of mor- 
phine and 0.005 gm. of scopolamine, lumbosacral 
spinal puncture is performed with the patient in 
the sitting position. From 20 to 30 c.cm. of cerebro- 
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spinal ‘luid are withdrawn, depending on the pres- 
sure. Anesthesia is then induced with 0.12 gm. of 
sincaine (French novocaine) dissolved in 3 c.cm. of 
distilled water. As this is injected, cerebrospinal 
fluid is withdrawn into the syringe and mixed with 
it. Fer operations on the perineum or lower ex- 
tremities, 0.09 gm. of sincaine is sufficient. After 
the injection the patient is kept in the sitting 
position for five minutes and then allowed to lie 
undisturbed for five minutes before the operation 
is begun. 

In three hundred cases treated in this manner 
there was only one postoperative death, that of a 
man 75 years old who had a strangulated hernia 
which caused fecal vomiting. 

A disadvantage of the method is that the anes- 
thesia is imperfect in about 30 per cent of the cases. 
In such cases infiltration of the abdominal wall with 
I per cent novocaine is indicated. 

Toxic symptoms sometimes arise from the spread 
of the sincaine to the central nervous system. The 
vomiting center is first involved. An injection of 
0.25 to 0.50 gm. will overcome this condition. 

Guibal reported five cases of apnoea. One 
patient died, but the others were restored by ar- 
tificial respiration. Bloch and Hertz reported four 
cases of apnoea preceded by nausea, sweating, 


pallor, midriasis, absence of the ocular reflexes, and 
slowing of the pulse, which were cured by caffeine 
injections. 

An almost constant phenomenon, especially in 
cases with abdominal inflammation, is anal incon- 
tinence. This is considered an advantage because 
the discharge of pent-up fecal material during the 
operation renders unnecessary the use of post- 
operative enemata and medication to induce bowel 
movements and does not endanger the asepsis of 
the wound. Headache associated with this type of 
anesthesia is of short duration. Spinal hemorrhage 
and aseptic meningitis as complications have been 
reported. Septic meningitis following the procedure 
is due probably to bacteria from the blood stream. 
Tuberculous meningitis has been considered a 
possible sequela. 

In spite of these inconveniences and possible 
dangers, spinal anesthesia has fewer complications 
than inhalation anesthesia. Its advantages are that 
the anesthetic is rapidly eliminated; operation may 
be performed on persons whose condition contra-in- 
dicates inhalation anesthesia; there is absence of 
shock; the muscles are completely relaxed; breath- 
ing is regular; vomiting does not occur; the patient 
is able to co-operate; and the services of one assist- 
ant may be dispensed with. Kettoce Sprep, M.D. 
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ROENTGENOLOGY 


Juengling: The Rational Roentgen-Ray Dosage in 
the Treatment of Surgical Diseases (Die ration- 
elle Roentgenstrahlendosis bei Behandlung chirur- 
gischer Erkrankungen). Strahlentherapie, 1922, xiv, 
634. 

This article deals with the dosage for carcinoma, 
sarcoma, and tuberculosis. The conception of the 
carcinoma dose as a curative dose is rejected. In- 
stead, this dose is considered to be the minimum dose 
which will usually exert an influence on carcinoma. 
The upper limit of the allowable dosage is estimated 
as 110 to 125 per cent of the skin-unit dose. This 
assumption is based on experimental findings. 

The effect on the focus is purely local, ceasing 
abruptly with the affected capillaries and the car- 
cinoma cells. The important element in the action 
of the X-rays in carcinoma is primary injury of the 
carcinoma cells. From this the conclusion is to be 
drawn that the required minimum dosage must be 
administered to the entire region endangered. A 
growth-inhibiting effect upon the carcinoma has not 
been observed following the administration of 20 to 
40 per cent of the skin-unit dose. 

Twenty per cent of sarcomata are refractory, 
others disappear very readily, and others retrogress 
but do not disappear entirely. The last-mentioned 
usually have a medium sensitiveness, which may lie 
near the skin-unit dose. Therefore the sarcoma dos- 
age as originally defined is rejected. It is rather a 
useful medium value. In sarcomata the dose may be 
scattered. 

In the treatment of tuberculosis, roentgenologists 
are returning to the use of small doses. The author 
describes the technique for the treatment of lymph- 
omata, peritonitis, and joint infection. 

SILBERBERG (Z). 


Maximow, A. A.: Studies of the Changes Pro- 
duced by the Roentgen Rays in Inflamed Con- 
nective Tissue. J. Exper. Med. 1923, xxxvii, 319. 


The inflammatory changes in connective tissue 
have been the subject of investigation by the author 
for many years. To determine the changes produced 
by irradiation, he conducted a number of experi- 
ments on rabbits. An aseptic inflammation was 
caused by introducing blocks of celloidin into the 
subcutaneous or intermuscular loose connective tis- 
sue of the abdomen and subjecting this area to 
roentgen irradiation. Different animals were given 
an increasing number of exposures and microscopic 
examination of the tissues was made at intervals 
thereafter. The findings were checked up by controls. 

It was found that the action of the roentgen rays 
on inflamed tissue manifests itself first by a con- 
siderable depression of the usual reaction of the fibro- 
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blasts. Under normal circumstances these elements 
begin to divide mitotically during the first twenty- 
four hours and soon form a layer of new connective 
tissue surrounding the foreign body. After treatment 
with the roentgen rays they remain idle, do not 
multiply at all or begin very late, and often divide 
abnormally. They undergo a high degree of patho- 
logical hypertrophy of protoplasm and nucleus. In- 
stead of mitosis, amitotic constrictions often appear 
in the nucleus. The capacity for collagen formation 
also seems to be lost. 

With these changes of the fibroblasts an intensive 
cedema of the connective tissue surrounding the 
foreign body is noted, and in the immediate neigh- 
borhood of the latter a thick layer of net-like clotted 
fibrinous exudate is formed. 

No distinctive qualitative changes can be found 
in the leucocytes and polyblasts. Degeneration is 
present here only to the same extent as in common 
aseptic inflammation. First, however, the rate and 
the duration of the emigration of all the cells coming 
from the blood are increased, and, secondly, there is 
always a distinct delay in the process of the common 
transformations usually undergone by the polyblasts 
on the field of inflammation. Above all, the trans- 
formation of the polyblasts into fixed resting forms 
seems to be delayed. Therefore, even in the late 
stages, the tissue is overcrowded with granular 


special leucocytes and mostly young, lymphocyte- . 


like polyblasts, whereas in the early stages the local 
resting wandering cells undergo mobilization slowly. 

In the blood vessels swelling of the endothelial 
cells with fragmentation of the nuclei and, in the 
striated muscles, degeneration of the fibers can be 
detected. In the latter, both typical coagulation ne- 
crosis and atrophy occur, accompanied by loss of 
striation, separation of the fibrilla from one another, 
a relative increase in sarcoplasm, and amitotic 
division of nuclei. 

It is evident that the changes in the cells of the 
inflamed area, chiefly in the fibroblasts, but also in 
the muscle fibers, under the influence of the roentgen 
rays are the result of complicated interrelations be- 
tween two different agents, first, the inflammation 
stimulus, and, second, the radiant energy. In the 
doses used, neither agent alone was able to produce 
the changes observed. It seemed to be immaterial, 
to a certain degree, which of the two stimuli was 
applied first—whether the foreign body was intro- 
duced into previously exposed tisuse, or the tissue 
was exposed after the introduction of the body. 

The strong inhibitory and deleterious influence of 
the roentgen rays on inflamed connective tissue 
should therefore be borne in mind in the therapeutic 
use of this kind of energy, especially in cases of 
malignant tumors. ApotpH Hartune, M.D. 
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Kok, F., and Vorlaender, K.: Biological Investiga- 
tions of the Effect of Irradiation on Carcinoma 
(Biologische Versuche ueber die Wirkung der Be- 
strahlung auf das Carcinom).  Strahlenthera pie, 
1922, XiV, 497- 


The author reports on very extensive investiga- 
tions in which great care was taken to avoid all the 
dosimetric and biological causes of error which have 
led to variation in the results obtained heretofore. 
As it is impossible to conduct extensive serial in- 
vestigations on human carcinomata under entirely 
similar preliminary conditions, inoculation tumors 
of mice were used for the biological tests. 

In order to achieve a comparison with the treat- 
ment given in clinical cases an attempt was first 
made to determine the epilatory and erythema dos- 
age in the mouse. It was found that the lower limit 
of the epilatory dose is about 250 e (e=the electro- 
static unit), whereas inflammation of the skin or 


vesicle formations were not observed even when very 
much higher doses were used. Therefore a direct 
calculation by the methods applied in clinical cases to 
determine.the so-called carcinoma dose in the mouse 
is impossible. It may be assumed, however, that 
the carcinoma dosage for the mouse tumors is a 
little higher—about 300 e. 

The microscopic study of the skin of the irradi- 
ated animals showed changes not only on the irradi- 
ated areas, but also on the non-irradiated areas. 
This indirect effect was fundamentally similar to 
the direct effect but was weaker. It was not pro- 
duced by scattering or secondary irradiation as it 
was found also in areas which could not have been 
exposed to such irradiation. This constantly found 
effect in the non-irradiated skin suggests that the 
rays have a general effect which, according to Opitz, 
is an increase in the natural protective reaction. 

Harms (Z). 
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CLINICAL ENTITIES—-GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Crile, G. W.: Studies in Exhaustion: Physical 
Trauma. Arch. Surg., 1923, vi, 480. 


This article is one of a series written by Crile on 
exhaustion. The studies included observations on 
the blood pressure following physical injury to vari- 
ous organs and tissues; histologic changes in various 
organs; changes in the blood chemistry; changes in 
electrical conductivity; and temperature variations 
in the brain and liver. 

Reports of this research in regard to the early and 
late effects of such trauma have been published from 
time to time. 

There is a definite quantitative relationship be- 
tween physical trauma and shock which can be esti- 
mated from blood-pressure variations, the amount of 
shock depending on the amount of injured tissue, the 
intensity of the injury itself, and the number of injury 
impacts. Injuries to the deep protected organs or 
structures produce collapse rather than shock, while 
injuries to the more exposed parts cause greater 
shock. 

There is a direct relationship also between the 
nerve supply of the injured part and the degree of 
shock. Shock can be eliminated by blocking the 
nerve supply of the part with a local anesthetic. 
Exhaustion of the vasomotor mechanism is an im- 
portant factor, although not the only productive 
factor in shock. 

The findings of a series of experiments showing 
the histologic effects of trauma to the various organs 
are tabulated. Trauma under ether, under nitrous- 
oxide oxygen anesthesia, and after the complete 
severance of the spinal cord was studied. Less shock 
was noted under nitrous-oxide oxygen anaesthesia 
than when ether was used, and after the cord was 
completely severed no amount of trauma caused the 
subjective shock symptoms or the characteristic 
histologic changes noted in shock. 

Experiments were made to determine whether or 
not shock can be transmitted through the blood from 
a traumatized to a non-traumatized animal either 
by blood transfusion or a direct vascular anastomo- 
sis. The unshocked dog showed no _ histologic 
changes attributable to shock. 

Other experiments were made to determine the 
effect of physical trauma to organs other than the 
central nervous system. Changes were noted in the 
liver, and to a less degree, in the suprarenals. Other 
organs were apparently not affected. Studies were 
made of the suprarenal output in shock, chemical 
changes in the blood, the electric conductivity of the 
brain and liver, and temperature variations in the 
brain and liver during shock. 
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On the basis of these exhaustive studies. the 
author concludes that the principal causes of ex- 
haustion and shock after physical trauma are 
changes in the central nervous system. To a less 
degree the liver and adrenals are involved. There is 
no direct evidence indicating a constant primary 
change in the blood produced by physical trauma. 
Exhaustion from emotional changes, insomnia. or 
exertion is identical with that produced by physical 
trauma. H. M. Camp, M.D. 


Banting, F. J.: Insulin. J. Michigan State M. Soc., 
1923, XXi, 113. 

The author reviews briefly the history of diabetes 
from the middle of the sixth century to the present 
time. He then tells of the experimental work and 
describes the clinical case reported by Barron in 
which obstruction of the pancreatic duct caused 
destruction of azymous tissues without producing 
diabetic symptoms. This condition was experimen- 
tally reproduced by Banting who found that the in- 
jection of the degenerated remnant of the pancreas 
into a diabetic dog resulted in a marked reduction in 
the blood sugar. Later an extract made from the 
degenerated gland was used with like results. This 
extract was the first insulin. 

Because of the expense and time required to pro- 
duce pancreatic degeneration, efforts were directed 
to obtain insulin by some other method. The next 
extract was made from the pancreas of fetal animals. 
In this manner enough active extract was obtained 
to continue the experimental work. It was found 
that with insulin the blood sugar of completely 
depancreatized dogs can be maintained within nor- 
mal limits and that the life of such a diabetic dog 
can be prolonged indefinitely. Similar effects of 
the extract were obtained in clinical cases of diabetes. 
It was discovered also that an excess of insulin was 
liable to produce too great a reduction in the blood 
sugar with symptoms resembling those of diabetic 
coma. 

The commercial production of insulin and the 
methods adopted for its introduction to the profes- 
sion in order to safeguard the public are discussed 
in detail. E. SHackLeton, M.D. 


Blond, K.: Traumatic Epithelial Cysts (Zur Kennt- 
nis der traumatischen Epithelcyste). Arch. f. klin. 
Chir., 1922, €xx, 695. 

The author has examined histologically a large 
number of epithelial cysts in the Surgical Division 
of the General Hospital of Vienna. He reports, 
with illustrations, six typical cases. 

With regard to the etiology there are two views: 
According to Reverdin and Garré, the cause is 
traumatic displacement of a bit of epidermis into 
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the subcutaneous tissue, while according to Pels- 
Leusden and Horn, it is an injury of the sebaceous 
and sudoriferous glands and the hair follicles 
around a foreign body which has entered from the 
outside. The theory of Reverdin and Garré ex- 
plained all of the author’s cases except two. 

Blond does not consider it justifiable to deny the 
existence of traumatic dermoids and to regard all 
dermoids as congenital. Traumatic dermoids may 
occur in almost any part of the body. The belief 
that they seldom appear elsewhere than on the 
palm of the hand is to be explained on the basis 
of an incorrect diagnosis of atheroma, fibroma, etc. 

The author proposes substitution of the term 
“traumatic epidermoid” for the term ‘‘ traumatic 
epithelial cyst.” Sonntac (Z). 


GENERAL BACTERIAL INFECTIONS; GENERAL 
MYCOTIC INFECTIONS 


Regan, J. C.: The Treatment of Cutaneous An- 
thrax, with a Few Remarks on Prophylaxis. 
N. York State J. M., 1923, xxiii, 113. 


Cutaneous anthrax is disseminated among ani- 
mals by the products of animal life, the urinary and 
fecal discharges, the hair and hides of infected ani- 
mals, and the cadavers of animals which died of the 
disease or harbored anthrax bacilli in their hair. 

The anthrax bacillus readily produces spores and 
these may remain a potential source of infection in 
the soil for years. Cattle pasturing on such lands 
become infected. 

The measures for prevention comprise: (1) the 
burning of infected carcasses of animals dying of the 
disease, (2) destruction of the virus by proper drain- 
age and cultivation of the soil, and (3) proper dis- 
infection of all imported hair and hides, including 
the proper disposal of all waste matter, smudge, and 
drainage water from tanneries, and (4) the preven- 
tion of outbreaks of anthrax by thoroughly immun- 
izing all susceptible or exposed animals by means of 
anthrax vaccine. 

Human infections, especially in the form of cuta- 
neous anthrax or malignant pustule, are almost al- 
ways contracted from animals directly or from ani- 
mal products such as the hide or hair. 

Early diagnosis is of the utmost importance. 
Thermocauterization should not be used. Chemical 
caustics are also contra-indicated. The severity of 
the method, the pain produced, the subsequent 
development of more local oedema, the indiscrimi- 
nate destruction of both dead and living tissue, and 
the prolonged convalescence renders these methods 
undesirable. 

Of the surgical measures for anthrax, incision is 
the oldest but is now in general disfavor. The method 
most commonly used at present is excision, but this 
has limitations and disadvantages which make it in- 
appropriate if there is another method which is 
reliable, applicable to all cases, and less severe. 

Anti-anthrax serum was originally produced by 
Marchoux of France and Sclavo of Italy in 1895 by 
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immunizing sheep. The relatively few failures in 
the use of this serum can be traced to: (1) its use 
too late in the course of the disease, after a septi- 
cemia had supervened or within twelve to twenty- 
four hours of death; (2) the employment of too 
small doses—20 to 30 c.cm.; (3) failure to repeat 
the injections frequently (in many instances only 
one dose was given and that subcutaneously); (4) 
its use for patients with chronic diseases such as 
myocarditis, nephritis, syphilis, etc. 

Regan contends that other local methods should 
not be used in conjunction with serum. Either they 
are inefficient or so radical that there is danger of 
further local involvement or septicemia. 

The author has devised the local injection of anti- 
anthrax serum. For giving these injections a 2- to 
5-c.cm. Luer syringe fitted with a fine needle is used. 
After the application of iodine to the skin the needle 
is inserted into the indurated border of the pustule 
and directed fairly deeply (from 2.5 to 3.5 cm.) into 
the subcutaneous tissue at the base of the lesion. 
From 5 to 12 c.cm. of serum is then given, depend- 
ing on the size of the lesion, the needle being inserted 
at two or three points and the serum injected so as 
to circumscribe the pustule. The injections are given 
once or twice in twenty-four hours in mild or moder- 
ate cases, and every six to eight hours in more severe 
cases. 

Following such local injections the lymph secre- 
tion in the region of the pustule contains a high anti- 
body content. The type of the local inflammatory 
reaction is peculiar. The serous discharge from 
the pustule is characteristically poor in leucocytes, 
and microscopic sections of the lesion show a strong 
tendency of the bacilli to collect in the center of the 
pustule, the leucocytes being distributed as a dense 
infiltration around the margins of the lesion and in 
the subjacent cellular tissues. Probably this is 
due to negative chemotaxis. Since the serum has 
a marked effect in facilitating phagocytosis, it is 
logical to supply it in concentrated form at the site 
of the infection. 

The local injections must be supplemented by 
general administration of the specific agent by the 
subcutaneous, intravenous, or intramuscular routes. 

In mild cases without septicaemia the dosage aver- 
ages 40 to 50 c.cm. every twelve to twenty-four 
hours. The first few injections are intravenous, 
while those given later are intramuscular and sub- 
cutaneous. In moderate cases, 50 to 100 c.cm. are 
given intravenously at first for three or four injec- 
tions every eight to twelve hours, and then small 
doses are given by intramuscular and subcutaneous 
injection. In severe cases, 80 to 120 c.cm. (or even 
200 c.cm.) are given intravenously every six to 
eight hours for five or six more injections, until the 
disease is controlled, when the intramuscular and 
subcutaneous routes may be used. In cases with 
septicemia the dosage must be very high, from 150 
to 300 c.cm. given every three to six hours. 

The appearance of a serum rash several days after 
the injection is fairly common. It is advisable to 
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test the patient out for sensitization by a cutaneous 
test, and if a reaction is obtained to desensitize 
before giving the injection. The first few cubic 
centimeters should be allowed to enter the vein very 
slowly and should be well diluted with normal 
saline. The rest can then be given undiluted. 
Morris H. Kaun, M.D. 


White, P. A.: Actinomycosis: D‘agnosis and 
Treatment. J. Jowa State M. Soc., 1923, xiii, 105. 


In the Western and Northwestern states, it is im- 
portant that actinomycosis as a pathological entity 
be kept in mind. Of 215 collected cases, about 40 
per cent were from these states. 

The disease occurs commonly in cattle, in which 
it is known as “lumpy jaw.” Sixty per cent of the 
cases of actinomycosis in man are those of farmers. 
These facts indicate that there is either direct trans- 
ference from animals or indirect inoculation by 
means of some material such as grasses or grains 
contaminated by animals. 

The lesions may occur in almost any part of the 
human body. The head and neck are involved in 
over 60 per cent of the cases. 

A definite clinical diagnosis of actinomycosis is 
often difficult, especially if the case is seen early or 
late. In early cases the condition is difficult to dis- 
tinguish from tuberculosis of the glands, Hodgkin’s 
disease, sarcoma, or simple phlegmon. Practically, 
the diagnosis is made by finding the yellow bodies in 
the purulent discharge from an incised abscess or 
open sinus. 

For the treatment, numerous drugs have been ad- 
vocated—copper salts, internally and externally, 
methylene blue internally and injected into the 


tissues and sinuses, etc. Autogenous and polyvalent 
stock vaccines have been used and supplemented by 
surgical treatment. Roentgen-ray and radium the- 
rapy have yielded some successful results. In two 
cases, arsphenamin gave splendid results. _ Incision 
of the abscess, swabbing the cavity with iodine, 
and packing with iodoform gauze is an effectual 
method. 

In chronic cases, the patient should be told that 
the condition is prone to recur and spread, that 
other abscesses are apt to form, and that treatment 
will necessarily be prolonged. An acute case with 
a definitely localized abscess will usually heal pri- 
marily without recurrence after the usual treatment. 

SAMUEL Kaun, M.D. 


SURGICAL PATHOLOGY AND DIAGNOSIS 


Keiser, V. D.: A Rapid Technique for Preraring 
Histologic Sections by the Paraffin Method. 
J. Am. M. Ass., 1923, 1xxx, 690. 


The method described depends primarily on hast- 
ening the dehydration process by the use of hot ace- 
tone. Inthe author’s laboratory this is accomplished 
by placing the fixed tissue in a 30-c.cm. specimen 
bottle of thick glass, adding about 25 c.cm. of ace- 
tone, clamping the cork in place, and then putting 
the bottle in the paraffin oven at 60 degrees C. for 
two hours. At the end of this time the dehydration 
process is completed, as evidenced by the absence 
of turbidity on the addition of xylene. As acetone 
is about as inflammable as alcohol, the pressure 
flask must not be opened near a flame. 

E. C. RositsHek, M.D. 
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SURGERY OF THE 
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Eye 
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The importance of radiography in doubtful cases of optic 
atrophy, with special reference to pituitary disease. 
R. E. Wricut and T. W. BarNarp. Brit. J. Ophth., 1923, 
vii, 123. {3] 
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